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  This proposal describes an Accountable Care Community (ACC) that will reduce the 
incidence of Adverse Childhood Experiences (ACEs) in Cumberland County, North Carolina. 
Over one-fifth of Cumberland County residents experience three or more ACEs. The ACC aims 
to address the social determinants of health (SDoH) contributing to these ACEs, with a focus on 
social and community context. This proposal describes evidence-based, trauma-informed 
approaches to implementing and sustaining a Family Resource Navigator Training (FRNT) 
program alongside universal Paid Family & Caregiver Leave (PFCL) policy for Cumberland 
County residents. These approaches represent a novel adaptation of patient navigation and 
family enrichment models by delivering a standardized curriculum for ACEs resource navigation 
to Cumberland County families across all occupations and socioeconomic status. The FRNT 
pilot program centers health and nutrition factors (e.g., abuse, malnutrition, and breastfeeding) 
in order to address the role of familial wellness in the mitigation of ACEs across the lifespan. 
  Keywords: Accountable Care Community, Adverse Childhood Experiences, Cumberland 
County, North Carolina, child abuse, child neglect, trauma, military, veteran, social services, 
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Social Determinant of Health 
  Social determinants of health (SDoH) refer to the “conditions in the environments where 
people are born, live, work, play, worship, and age” that affect their health and quality of life 
(HHS, 2021). Healthy People 2030—the set of national data-driven objectives for improving 
U.S. health and wellbeing—endeavors to improve the social and community context of health by 
improving people’s relationships, interpersonal interactions, homes, and neighborhoods (HHS, 
2021). Trauma represents a major source of unmet social needs in communities and often 
perpetuates in a cycle of generational trauma, commonly referred to as adverse childhood 
experiences, or ACEs (CDC, 2020). 
  Per the Centers for Disease Control and Prevention, ACEs are “potentially traumatic 
events that occur in childhood (0-17 years)” and include violence, abuse, neglect, substance 
misuse, mental health problems, and parental separation (CDC, 2020). Between 1995 and 
1997, the CDC-Kaiser Permanente ACE Study (2016) investigated over 17,000 California 
residents, looking at three categories of ACEs: 1) childhood abuse, 2) neglect, and 3) household 
challenges. This landmark study found that ACEs are not only common but also interact in a 
graded, dose-response relationship with several adverse health and behavioral conditions later 
in life (SAMSHA, 2016). Compared to those reporting no ACEs, individuals who reported 
several ACEs have increased odds of attempted suicide, drug use, depressed affect, moderate-
to-heavy drinking, and smoking in adulthood (Merrick et al., 2017; Edwards et al., 2007). 
Geographic and Historical Context 
  Cumberland County, home to over 330,000 residents, is located in the southeastern 
portion of North Carolina, north of the Cape Fear coastal region (NC Department of Commerce, 
2021). Fayetteville, the county seat of Cumberland County, is known as the home of the Fort 
Bragg military base, which accounts for the county’s more than 43,000 veteran population 
(Census, 2019). Thousands of military members transition into Fort Bragg every year for the 
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past century, bringing a strong military culture—and military-related traumas—to the county’s 
communities (Fayetteville Area Convention & Visitors Bureau, 2021). 
  With a median household income lower than the state, 17.6 percent of residents live 
below the federal poverty line, and 54.9 percent of households with children participate in SNAP 
(CCDPH, 2019). These characteristics that define and diversify Cumberland County present 
opportunities for enhancing the social and community context to improve health outcomes for 
children and families. More specifically, these are equity concerns as many of the factors 
contributing to ACEs in the county disproportionately impact individuals of color (CCDPH, 2019). 
The county has begun to respond. The Fayetteville Cumberland Reentry Council Safer 
Communities works to support those integrating back into the community (Green, 2020). 
Priority Population 
  The population of interest for ACEs includes Cumberland County children and 
adolescents ages 18 and under. ACEs do not occur in isolation and are often imposed by 
parents or guardians, such as direct abuse from a caretaker or social/physical isolation from a 
parent due to drug use, incarceration, divorce, etc. (CDC, 2020). Children whose parents or 
caregivers have a history of ACEs have a higher risk of experiencing ACEs (Ukah et al., 2016). 
Thus, the parents, guardians, and caretakers of children affected by ACEs are also included in 
the population of interest. 
Measures of Problem Scope 
  Per the 2019 Community Health Needs Assessment (CHNA), child abuse rates in 
Cumberland County are above the state and regional averages. The child abuse rate—which 
includes physical, sexual, and emotional abuse—is 0.35 per 1,000 population and has remained 
relatively stable over the past few years. The juvenile undisciplined rate is 0.7 per 1,000 and 
refers to factors such as unlawful absence from school, disobedience, and runaways. Moreover, 
the juvenile crime rate for children ages six (6) to 15 years is 30.0 per 1,000. Cumberland 
County’s incarceration rate is 262.7 per 1,000 population, which relates to the adverse 
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experiences of children separated and isolated from incarcerated parents or guardians 
(CCDPH, 2019). Overall, these measures indicate a high need for ACEs intervention in the 
county. 
In Cumberland County, socioeconomic status impacts the child abuse rate (Prevent Child 
Abuse, 2018). Children who reside in a household with an annual income below $15,000 have 
twice the risk of child abuse than children in households with an annual income above $30,000 
(Prevent Child Abuse, 2018). In Cumberland County, approximately one-third of households 
experience parental divorce or separation, and single-parent households are associated with 
increased risk of child abuse (Prevent Child Abuse, 2018). Based on the priority areas 
previously stated, Cumberland County’s children and families face disproportionate and 
potentially harmful levels of stress, especially Blacks or African Americans and 
Hispanics/Latinos (CCDPH, 2019). All these factors play a role in increasing adverse childhood 
experiences among children in the county. 
Rationale/Importance 
  ACEs, especially child abuse, increase the risk of early death in children. In 2019, the 
death of Ethan Bates—a 7-year-old Fayetteville child found dead in his home after allegedly 
enduring child abuse and serious bodily injury from his parents—brought public attention to the 
severe gaps in the county’s social services and reporting processes for abused children (Riley, 
2020). Addressing ACEs is not only crucial for improving the immediate health outcomes—and 
outright survival—of youth, but also for preventing several health and behavioral conditions in 
their adulthood. 
Disciplinary Critique 
  The intersection and overlap of several ACEs, such as community violence, child abuse, 
racism, etc. can produce “toxic stress” which activates the body’s stress-response system and 
leads to “long-lasting wear-and-tear on the body and brain” (Harvard, n.d.). Public health 
leaders dedicated to preventionist strategies of population health must address ACEs in order to 
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protect communities across the entire life cycles of individuals. In praxis, public health 
professionals must focus on early interventions for children at the highest risk of ACEs. 
Upstream interventions created for children can ensure health equity among those at the 
highest risk of ACEs, thus reducing their disease burden across the lifespan. By addressing 
ACEs, public health leaders possess the potential to interrupt waves of chronic health conditions 
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COMMON PROPOSAL 
ACC Project Aims and Goals 
  The Accountable Care Community (ACC) aims to unite cross-sector professionals 
around an evidence-based, trauma-informed model to prevent, reduce, and address the social 
determinants of health (SDoH) contributing to adverse childhood experiences (ACEs) in 
Cumberland County. The ACC will achieve this aim by implementing and sustaining a Family 
Resource Navigator Training (FRNT) program and universal Paid Family & Caregiver Leave 
(PFCL) policy for North Carolinians. In order to serve Cumberland County’s diverse 
communities, the ACC will prioritize social and community context to inform the innovation 
design. Aligned with community priorities, the ACC will enact a wraparound-service approach to 
combat family stress and improve outcomes for Cumberland County children (NCIOM, 2020). 
  The overarching goals of the ACC include strengthening community partnerships and 
relationships with cross-sector professionals, especially those working with children and families 
at risk for or experiencing ACEs; improving the self-efficacy of professionals and community 
members to address ACEs as appropriate in their respective contexts; and ensuring 
sustainability of the program and policy. Ultimately, through a collective vision, mission, and 
values as represented by the program, policy, and ACC activities, the purpose of the ACC is to 
reduce and prevent the incidence of ACEs in Cumberland County and uplift a community that 
supports children and families to thrive.  
Proposed Innovation/Transformation 
The ACC seeks to implement a Family Resource Navigator Training (FRNT) program for 
addressing ACEs in Cumberland County. The FRNT program encompasses a trauma-informed, 
family-centered program that will be piloted within four cohorts: social services, health sector, 
education, and lay community members. Studies show that trauma-informed training reduces 
the incidence of child maltreatment and is critical towards system-level change to address ACEs 
(Barto, 2018; McIntyre, 2019). Thus, this initiative will equip professionals from diverse 
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disciplines with the tools and principles for practicing trauma-informed care and confronting 
various forms of ACEs, such as child abuse, parental separation, military trauma, incarceration, 
malnutrition, sexual assault, and addiction. 
The FRNT program serves as a novel adaption of the patient navigator model, a 
healthcare strategy in which trained individuals link patients to community resources and offer 
support and guidance for their medical conditions (Loskutova et al., 2016; Doucet et al., 2019). 
In execution, FRNT will involve cross-sector stakeholders (see Appendix A-1) with the 
Cumberland County Department of Public Health (CCDPH) acting as the backbone agency for 
the ACC. Subject matter experts (SMEs) from the stakeholder groups will train cohorts in four 
major domains: 1) detect signs of ACEs and toxic stress in children and parents; 2) navigate 
individuals towards appropriate resources; 3) intervene in emergency events utilizing trauma-
informed, victim-centered methods; and 4) prevent the exacerbation of toxic stress and ACEs. 
In addition to the unified domains, SMEs will deliver specialized information to their cohorts. For 
example, teachers and school counselors will become aware of trauma-informed 
communication techniques for speaking with students, and providers will learn how to 
incorporate trauma-informed care into their clinical practice. 
The FRNT program model combines elements of evidence-based approaches for 
addressing ACEs while offering several benefits compared to existing interventions. These 
approaches include public engagement and education campaigns, school-based health centers 
(SBHCs), family engagement programs, early childhood home visitation programs, resilience 
intervention, and parent training (Fortson et al., 2016; Chandler et al., 2015). While parent 
training, preschool enrichment, and family engagement programs (e.g., Early Head Start) 
provide the groundwork for the FRNT curriculum, some of these interventions produce mixed 
effects due to age limits and access barriers that prevent engagement and/or enrollment 
(Fortson et al., 2016; Dodge et al., 2014). Similarly, SBHCs improve mental health outcomes in 
youth; however, cost barriers and increased reliance on provider retention limit the reach of 
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these programs (Arenson et al., 2019). In order to both build off and fill the gaps of evidence-
based approaches to ACEs, the FRNT program will transcend siloed interventions and prioritize 
training up professional sectors as well as lay communities. Thus, all community members—
regardless of occupation, income, or residence—may access and utilize trauma-informed tools 
to maximize safety, promote stable relationships, assess trauma experience, and provide 
support and guidance to the children and caregivers (Ko et al., 2018). 
In addition to the FRNT program transformation, the ACC will operate a policy arm 
utilizing the Prevent Child Abuse North Carolina (PCANC) Prevention Acton Network. Family-
friendly policies such as paid family leave provide protective factors against ACEs by increasing 
frequency and duration of breastfeeding, reducing childhood hospitalizations from abuse, and 
lowering rates of parental depression and stress (Fortson et al., 2016). Thus, the FRNT program 
will also facilitate recruitment of interested community members to PCANC’s grassroots 
lobbying efforts. 
Potential Public Health Impact 
Preventing ACEs not only improves child wellness, but also reduces chronic and mental 
health conditions in adulthood (Merrick et al., 2017; Edwards et al., 2007). ACEs include 
potentially traumatic events occurring in childhood (0-17 years), such as experiencing violence, 
abuse or neglect; witnessing violence in the home or community; and growing up in a household 
with substance abuse, mental health problems, or instability due to a parental separation or an 
incarcerated household member (CCDPH, 2019). Research shows that children with four or 
more ACEs have two times the risk for obesity than their counterparts (Felitti, 1998). 
Furthermore, ACEs are linked to chronic health problems, mental illness, substance abuse, 
maternal and child health problems, and teen pregnancy (CCDPH, 2019). 
According to the CDC, nearly 1 in 6 adults have experienced four or more types of ACEs 
(Felitti, 1998). In 2012, 39.5% of residents in Cumberland County reported experiencing 1-2 
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ACEs, and 20.7% experienced 3 or more ACEs, both trending above national and state 
averages (CDC, 2012; Merrick, 2018). The CDC estimates that preventing ACEs has the 
potential to reduce depression cases by 44%, heart disease by 15%, alcohol abuse by 24%, 
and unemployment by 15% (CDC, 2021). Thus, ACEs prevention not only improves population 
health outcomes during childhood, but also throughout the entire lifespan. 
The ACC will work to decrease ACEs through the proposed program by reaching across 
all aspects of the community and different sectors. The FRNT program will educate and train 
professionals and lay community members, who will in turn provide resources for caregivers 
and empower families. Furthermore, due to the demonstrated link between obesity and ACEs, 
the ACC will incorporate a health and nutrition emphasis within the FRNT program (Anda et al., 
2006). The program and policy transformations intend to build caregivers’ capacity to better 
support their children through the first year of life and beyond. However, “insufficient community 
incentives (i.e. staffing and resources)” and “insufficient funding mechanisms” often present 
major barriers to these community-based models (AHRQ, 2020). Thus, the ACC will prioritize 
incentivization and motivation to ensure long-term success, including non-monetary and 
tangible incentivization (Pavetti & Stanley, 2016). 
Outcomes, Milestones and Deliverables 
The ACC focuses on uniting cross-sector professionals by developing the FRNT 
curriculum for the four program cohorts (see Appendix A-2 for logic model). The success of the 
short-term programmatic goals will be assessed by the number of partnerships created to 
implement the FRNT program and the number of families reached. For nutrition outcomes, the 
short-term impact will be assessed by the percent change in breastfeeding outcomes among 
children at risk of ACEs and through reports provided by lactation consultants in the program. In 
the short-term, the program aims to increase breastfeeding rates among children at risk of 
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ACEs and/or whose parents have a history of ACEs by 10%. In the long-term, the program aims 
to achieve a 5% reduction in the prevalence of ACEs and obesity among Cumberland County 
children ages 5 to 7 by 2025. The long-term impact will be assessed via incidence and 
prevalence of child abuse, breastfeeding, and obesity, with data obtained from local and state 
health departments and CDC surveillance programs.  
The short-term policy goals will be assessed by the level of knowledge and endorsement 
of the PFCL policy in North Carolina. The long-term goal is to enact the policy by 2025. The 
program deliverables consist of implementing the four FRNT program cohorts, and the policy 
deliverables consist of drafting a PFCL bill proposal. To ensure sustainability of the program, 
strategic planning and investments in resource capacity will be essential (Ellis, 2017). If 
successful, the program and policy can serve as a model for other counties or state-wide 
initiatives. The evaluation and sustainability plan will follow the RE-AIM (Reach, Effectiveness, 
Adoption, Implementation, and Maintenance) framework (see Appendix A-3). 
ACC Team 
Partners for the ACC team include the Cumberland County Department of Public Health, 
Cumberland County Department of Social Services, Cape Fear Valley Medical Center, Southern 
Regional Area Health Education Center, Womack Army Medical Center, Child Advocacy 
Center, SOAR (Strengths in Overcoming Adversity thru Resiliency), Cumberland County 
Schools, and Prevent Child Abuse NC. In addition to these agencies, children experiencing 
ACEs and parents/caregivers at risk of perpetuating ACEs serve as core stakeholders as well 
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APPENDIX A: GROUP DELIVERABLES 
 
APPENDIX A-1: STAKEHOLDER ANALYSIS 
 
Stakeholder Asset Sector / Area Description 
Cumberland 




Lived experience Priority 
Population 
Focus of program intervention; 
strategies informed by needs 











Focus of ACEs prevention 
efforts and policy; needs of this 
population essential to 






level health services 
and liaises with 
Department of 
Social Services for 
provision of social 





The health department is a 
critical link to numerous 
services that aim to enhance 
population health and may 
serve as a critical partner in 




















Agency with wide community 
reach, especially for populations 
underserved, experiencing 
stress, and/or those of low 
socioeconomic status. 
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Cape Fear Valley 






services to pediatric 










Cape Fear Valley and SRAHEC 
share providers to provide 
transitions of care services. 
Family Medicine Center 
provides prenatal to adult care 
and offers an on-site behavioral 
therapist (including family 
psychotherapy), PCPs, and 





services to military 
families. 
Health Sector Administers Fort Bragg Army 
Community Services (directory 
of services for Fort Bragg 
families, including a Child 
Abuse Line and Family 
Advocacy Program) and the 
Warrior Transition Battalion / 














A Coordinator of Social Work 
Services works with child abuse 
in the school system. The 
School System also administers 






advocacy and policy 
promotion. 
Social Services Provides hotline for reporting 
child abuse in Cumberland 
County and coordinates 



















Group of community members 
that developed the Community 
Child Abuse Prevention Plan 





power and political 
expertise 
Health Policy Runs the Prevention Advocacy 
Network, which mobilizes 
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APPENDIX A-2: LOGIC MODEL 
 
PROGRAM/POLICY AIM  
Project: The aim of the ACC is to strengthen the social and community context of Cumberland 
County by uniting cross-sector professionals around a trauma-informed care, family well-being, 
and community resilience model in order to reduce and prevent the occurrence and impact of 
Adverse Childhood Experiences (ACEs). The ACC will achieve this aim by working to implement 
and sustain a Family Resource Navigator Training (FRNT) Program and universal Paid Family & 
Caregiver Leave (PFCL) policy for North Carolinians. 
 
Short-term programmatic progress will be assessed by the number of new partnerships 
established, the quality and success of professionals implementing trauma-informed care, and 
the number of children and families reached. Long-term programmatic progress will be assessed 
by trends in the prevalence and incidence of ACEs and family stress in Cumberland County with 
the goal to reduce the risk and prevalence of ACEs and family stress by 5 percent by 2025. 
 
Short-term policy progress will be assessed by the level of legislative endorsement and 
workforce support for a Paid Family Leave policy, level of knowledge among the community and 
key stakeholders of the economic benefits of the policy, and a formalized bill to be voted on 
during the legislative session. Long-term policy progress will be assessed by the successful 
enactment of a universal Paid Family Leave policy in North Carolina by 2025. 
 
For nutrition interventions, the short-term impact will be assessed by the percent change in 
breastfeeding outcomes among children at risk of ACEs. The program’s short-term goal is to 
increase breastfeeding rates among children at risk of ACEs and/ or whose parents have a 
history of ACEs by 10%. The short-term impact will be analyzed through the reports of lactation 
consultants that are a part of the family resource navigator program.  
 
As for the long-term impact, it will be assessed via incidence and prevalence rates of obesity 
identified continuously from local and CDC medical records to track disease rates across time. 
The program’s long-term goal is to reduce obesity rates by 5% among children at risk of ACEs 
ages 5 to 7 by 2025.  
 
Part of the nutrition intervention’s long term goal is to increase WIC enrollment rate among 
families at risk of ACEs. Increasing the participation will allow the families to gain counseling 
about food behaviors and breastfeeding practices, which will also play a role in the reduction of 
obesity among children at risk of ACEs. Although WIC enrollment will benefit families at risk of 
ACEs, it is not limited to this specific priority population. Many families will benefit from the 
program, leading to an overall reduction of obesity among all children in Cumberland County.  
 
Goal:  
- General curriculum, adapted for each cohort 
- Four cohorts: social services, health sector (e.g., nutritionists, nurses), lay community, 
educators 





what is needed 
to accomplish 
ACTIVITIES  








How program and policy success will be 
measured and evaluated  
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activities 
 
















































- Implement four 
FRNT Program 
cohorts:  
1) Social Services 
2) Health & 
Nutrition 
3) Education 
4) Community  
 
Policy 
- Draft bill 
proposal created 
for PFCL policy 
 
















able to identify 
specific needs 
of children 
and families at 
risk for ACEs 







children at risk 
of ACEs.   
Intermediate 
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APPENDIX A-3: RE-AIM 
 
Dimension   
Reach The Family Resource Navigator Training (FRNT) Program will reach 
cross-sector professionals in social services, health and nutrition, 
education, and community. The program will directly reach the priority 
population, which are children at risk of ACEs and parents or caregivers 
perpetuating ACEs. 
 
The nutrition intervention of the program is intended for children at risk 
of ACEs. However, the program will reach all children up to 5 years of 
age enrolled in WIC in Cumberland County.  
 
The Universal Paid Family & Caregiver Leave (PFCL) policy is intended 
for families at risk of ACEs; however, it will reach all North Carolinians. 
 
Effectiveness The cross-sector professionals will have greater access to trauma-
informed training, which will help form a standard curriculum for all 
professionals.  
 
Parents and children will have access to counseling from the resource 
navigators, depending on their needs. 
 
Parents who have children at breastfeeding age will be offered lactation 
counseling and breast-pumps to promote breastfeeding. Breastfeeding 
promotion is intended to help the children’s health status at the time of 
the intervention and in the long-run. The program will support families at 
risk of ACEs by working closely with professionals. 
As for the policy, North Carolinians will all have access to a paid family 
and caregiver leave, which will increase bonding time with children to 
decrease the risk of ACEs. Increasing bonding time with children will 
help improve the breastfeeding rate, which will later reduce the child’s 
risk of obesity.  
Adoption The program will partner with 
1. Partnership for Children of Cumberland County 
2. Cumberland County Department of Health / WIC  
3. Cumberland County Department of Social Services  
4. Cape Fear Valley Medical Center 
5. Southern Regional Area Health Education Center  
6. Womack Army Medical Center / Army Community Services 
7. Cumberland County School District (educators, family engagement 
specialists) 
8. Child Advocacy Center 
9. SOAR 
10. Prevent Child Abuse NC  
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All professionals will be recruited from the sectors listed above for the 
Family Resource Navigator Training (FRNT). MOU will help form 
partnerships with the stakeholders to state the intention and the goal of 
the program.  
 
Implementation The programmatic activities will span over five years. The program’s 
initial phase will consist of recruiting cross-sector professionals to 
complete the Family Resource Navigator Training (FRNT). The second 
phase is to determine the families’ needs and delegate family resource 
navigators to help.  
 
For the nutrition intervention, lactation consultants will promot 
breastfeeding through the counseling of high-risk families and providing 
breast-pumps. Part of the implementation process is to increase 
awareness and enrollment of the WIC program. 
 
 
The initial phase of the Paid Family and Caregivers Leave policy is to 
advocate for the policy, develop factsheets to represent to policymakers, 
and draft a proposed bill. The last phase is to pass the policy to all North 
Carolinians by 2025.  
Maintenance  The data from family resource navigators, the CDC, and local medical 
centers will highlight the impact of the program and potentially lead to 
future funding to continue the program. The program will share its 
findings to highlight the importance of early intervention to reduce the 
incidence and prevalence of ACEs among children in Cumberland 
County.  The program intends to decrease the economic burden of 
chronic diseases that are linked to ACEs, with the hope that the health 
department is seeing financial benefits from participating. At the 
individual level, the educational components implemented will support 
sustainability and success for parents to mend their behavior or reduce 
the risk of their children facing ACEs.  
 
Once the paid family leave policy is enacted, more evidence-based 
research will be done to determine the effects of the policy on ACEs and 
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APPENDIX A-4: RASCI Analysis 
 
RASCI Levels     
Who is… Program Transformation Rationale For Partner 
Participation 
Responsible=owns the 
problem / project 
Partnership for Children of 
Cumberland County 
● Administer majority of boots-on-
the-ground social services: 
Family support services [e.g., 
Eva L. Hansen Learning Library’s 
education events, toys and 
books; Car Seat Safety Program, 
Free Child Care Referral search 
tool, Diaper Bank, Book gifting 
program, Financial Assistance for 
Child Care, Grandparent and 
Kinship Support Program, NC 
Pre-K (free preschool program)] 
Accountable=ultimately 
answerable for the correct 
and thorough completion of 
the deliverable or task, and 
the one who delegates the 
work to those responsible 
Cumberland County 
Department of Public Health 
 
Cumberland County 
Department of Social Services 
● Lead health agency in county 
● CCDPH and CCDSS close 
partners 
● Administers WIC (Women Infants 
and Children) 
Supportive=can provide 
resources or can play a 
supporting role in 
implementation 
Cumberland County 
Department of Social Services 
(Child Welfare/Child Protective 
Services AND SNAP) 
● Oversee and administer major 
social services (e.g., food stamp 
program and Child Protective 
Services) 




capability necessary to 
complete the work 
Cape Fear Valley Medical 
Center  
 
Southern Regional Area 
Health Education Center 
(outpatient family medicine 
center) 
● Cover both the inpatient and 
outpatient side of family health 
services and mental health 
services 
● Strong clinical understanding of 
the impact of ACEs on child well-
being; knowledge and tools for 
implementing trauma-informed 
care in diverse settings and 
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working with children who have 
experienced multiple levels of 
ACEs 
Informed=must be notified 
of results, process, and 
methods, but need not be 
consulted 
Who needs to know this exists 
and is available?  
 
The community  
● Raise awareness  
● Outreach  
● Information campaigns 
 
Parents, families,  
Think PSAs (e.g., Triple P) 
 
● Ensure community is aware of 
resources available  
● What does the program offer and 
who needs to know about it 
● Ensure ongoing funding and 
sustainability of the program. 
● Fidelity of program components 
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APPENDIX A-5: TEAM CHARTER 
 Objective 
The ACEs of Spades’ objective is to utilize members’  individual strengths to collaborate 
well as a cohesive team. The team wants to gain a deeper understanding of the root causes of 
adverse childhood experiences (ACEs) in Cumberland County and contribute high-quality 
research and intervention strategies that are focused on the social and community context. 
Team Goals and Values 
The team will know it has been successful through the following goals and values: team 
members pass the class. The team meets at least once weekly, and members submit 
deliverables on time both individually and as a team. Team members respect each other and 
work collaboratively. Members are mutually accountable to one another, and all share in the 
workload. Coursework will be divided among team members during each meeting to ensure all 
members have equitable contribution. Members actively listen to one another when presenting 
ideas or concerns. Members develop their skills of working in remote teams, including keeping 
an open line of communication to incorporate feedback from team members. Ultimately, 
members are fully committed to the common goal and mission which is to produce a quality 
project using skills and tools taught throughout the coursework. 
Individual Goals 
In addition to shared group goals, each member has identified individual goals that will 
ground their efforts in this course. Dana will collaborate effectively with the group in order to 
create exemplary work and will utilize the tools and resources garnered throughout the entirety 
of the program to complete the project. Leah will generate a real-world and creative project and 
learn new public health research methods from their peers. Linden will contribute high-quality 
work, both individually and as part of the team. She will work collaboratively with her fellow team 
members, adapt to needs and concerns of the team, and practice evidence-based research 
principles. Linden will utilize tools, resources, and principles relevant to public health research, 
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activities, and evaluation. Youstina will conduct evidence-based research about the team’s topic 
and share results with the team. She will respect everyone’s opinions and be able to learn from 
everyone’s perspectives. 
Team Strengths 
Team members have identified individual strengths that will contribute to the overall 
success of the team as a whole. Dana has strong communication skills with professional project 
coordination experience, easily adapts to different environments and work-styles, and is even-
tempered when it comes to conflict. Leah is good at finding a lot of different types of data, 
possesses strong writing skills, and has experience in public health at a local/county level. 
Linden is communicative, reliable, and detail-oriented; motivated to produce high-quality work; 
and has experience collaborating on cross-sector projects in social and health services and 
community development. She is adaptive and resourceful and tends to avoid conflict. Youstina 
is empathetic, patient and reliable. She has shown to be a great leader and a great follower, 
depending on the team’s needs, and she tends to think outside the box. 
Topic 
For this project, the team is interested in addressing factors within social and community 
context, specifically focusing on Adverse Childhood Experiences (ACEs). Furthermore, 
Cumberland County, the target region, has made child well-being a priority in the community 
(Cumberland, 2019). Data show that ACEs can have a lasting, detrimental impact on an 
individual’s health and well-being (CDC, 2019), and research indicates that ACEs and the 
resulting toxic stress negatively impacts healthy brain and body development in a child. 
Outcomes include social, emotional, and physical health consequences (CDC, 2019). 
Deliverables 
Course deliverables include both team and individual assignments. The team will adhere 
to the syllabus, concentration-specific assignment guidelines, and the instructor’s direction for 
submission instructions and deadlines. See Appendix for a detailed table on due dates and 
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submission assignments.  
Milestones 
To track progress toward team and individual goals and to ensure the team stays on 
track to meet course deadlines, all members will meet weekly for one hour either on Sunday or 
Tuesday evenings @ 3:30 p.m. PST / 5:30 p.m. CST. Other milestones include key individual 
and group deliverables, which the team will keep track of in a deliverables calendar and hold 
each other accountable through group texting and/or email. 
Roles and Responsibilities 
Considering team members’ skills and professional experiences, the team has 
designated Dana as assignment submitter, Leah as submitter and documenter, Linden as 
submitter and scheduler, and Youstina as assignment submitter. 
Expectations 
The team has discussed three key expectations that will help maintain a cohesive, 
inclusive, and successful team structure. The three ground rules all members have committed to 
as a team are as follows: first, the team will respect each member and embrace differences. 
Second, all members will put in the same time and effort into every assignment. Third, members 
will communicate well with each other and respond within 24 hours. 
The team is committed to an equal and quality level of participation and specifically will 
achieve this by meeting at least once a week for an hour, depending on needs. The team will 
keep in mind time differences and each member’s different life circumstances. Members 
understand the challenges of managing professional, personal, and student responsibilities and  
will be flexible and work around team members’ busy schedules. All members will come to live 
sessions and group meetings prepared to contribute to the team and individual assignment. 
Finally, as a team, all members are committed to resolving conflict swiftly and respectfully. The 
team will strive to work around problems that arise with respect and understanding of diverse 
circumstances. The team will work together creatively and collaboratively and will always have a 
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back-up plan if a topic or idea doesn’t work out as anticipated.                                        
Decision Making, Communication, and Feedback 
Following are group norms the team has agreed upon for decision-making, 
communication logistics, and constructive feedback. For communication, the team has created 
a group chat for texting and will also utilize email. Contact information for all team members is 
listed with team signatures. 
For all shared coursework and deliverables that pertain to the group project, the team 
has agreed to make decisions by consensus and majority vote if needed. For purposes of 
assignments and to develop collaboration and facilitation skills, the team may choose to utilize a 
decision-making tool, such as a Pugh Matrix, for group decisions. 
Team members will provide and receive feedback through peer evaluations as well as 
through in-person dialogue with one another. During live sessions and team meetings, team 
members will have the opportunity to share drafts of individual and group work, provide and 
receive constructive feedback, and make necessary changes so as to meet individual and group 
goals. Feedback will be given thoughtfully, constructively, and positively. 
Meetings 
The team will meet weekly on either Sunday or Tuesday (depending on member 
availability) at 3:30 p.m. Pacific Time / 5:30 p.m. Central Time. The team will coordinate 
meetings via Zoom and will track notes using shared Google Docs. If any group member(s) 
cannot attend, the team will record meetings for the absent member(s) to view at a later date to 
stay caught up. 
Limitations and Constraints 
The notable limitations and constraints of the team include working across two different 
time zones, which may make communication and meetings difficult over the course of the 
project. Additionally, varied professional, personal, and graduate course schedules make 
coordinating significant time together outside of class a challenge. The team will work diligently 
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to meet the needs of each member. 
Conflict Resolution 
The team has identified peeves and style challenges and strategies for handling conflict 
when it arises. One style challenge and frustration is when members don’t contribute equally. To 
mediate this challenge, the team will establish clear responsibilities and assign deliverables for 
all members. Team members will discuss concerns openly as a group. Members will share 
open, honest, and gracious feedback. If conflict is not resolved through team efforts, the team 
may consult the instructor. 
Another frustration is when members don’t communicate well. The team’s strategy to 
address this conflict is to Identify and utilize preferred communication outlets, which have been 
outlined in the charter. The team will discuss concerns openly as a group; share open, honest, 
and gracious feedback; and again, if conflict is not resolved through team efforts, the team may 
consult the instructor. 
Finally, a third point of conflict is when members don’t complete what has been assigned 
to them and/or what they have committed to for the team. To address this conflict, the team will 
ask and seek to understand the team member’s needs and if there are circumstances making it 
challenging to complete work. The team will ask how to best support each other and will discuss 
concerns openly as a group. The team will share open, honest, and gracious feedback. If 
conflict is not resolved through team efforts, the team may consult the instructor. 
Collective Commitment 
All members of the ACEs of Spades team have committed to the accountabilities 
outlined in this team charter. The team recognizes this charter as a working document, and 
should changes be needed or requested, all team members will agree before finalizing. Names, 
signatures, and contact information for members are outlined following. 
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Deliverables and Due Dates 
Define the major activities and timeframes for the project. You can identify those deliverables 
described in the syllabus, adding other internal dates as relevant (e.g., for team drafts, 
feedback). 
Assignment / Deliverable Due Date Who Is Submitting? 





Bring outline to class on 1/21 
Submit on Sunday, 1/31 by 
11:55 p.m. EST 
ALL 
INDIVIDUAL 
LiP: Outline evidence-based 
options for transforming the 
SDoH in community 
NUTR: Outline evidence-based 
nutrition options for 
transforming the SDoH in the 
community 
HPM: Outline Policy Analysis 
Bring to class on Thursday, 
2/4 
  
Submit on Tuesday, 2/9, 
11:55 p.m EST 
ALL 
Group evidence-based options 
(Summary) 
Bring to class on 2/11 
  
Submit on Sunday 02/14, 
11:55 p.m. EST 
Leah 
Concentration Assignment #1 
(draft) 
INDIVIDUAL 
LiP: Stakeholder Analysis 
NUTR: Nutrition program/policy 
proposal 
HPM: Policy Analysis 
Bring to class on 2/18 ALL 
Concentration Assignment #1 Submit on Sunday, 2/28, 
11:55 p.m. EST 
ALL 
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Concentration Assignment #2 
(draft) 
INDIVIDUAL 
LiP: Engagement Plan 
NUTR: Evaluation Plan 
HPM: Budget & Budget 
Narrative 
Bring to class on 03/4 
  
ALL 
Concentration Assignment #2 Submit on Sunday 3/14, 
11:55 p.m. EST 
ALL 
Common Group Grant Proposal Submit on Sunday 3/21, 
11:55 p.m. EST 
Youstina 
Individual Presentation Submit on Tuesday 3/30, 
11:55 p.m. EST 
ALL 
Individual Presentation full 
packet 
Submit on Wednesday 04/7, 
11:55 pm EST 
ALL 
Group Presentation  Bring to class 4/1 ALL 
 
REFERENCES 
Centers for Disease Control and Prevention (CDC). (2019). Preventing Adverse Childhood 
Experiences: Leveraging the Best Available Evidence. Atlanta, GA: National Center for Injury 
Prevention and Control, Centers for Disease Control and Prevention. 
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APPENDIX A-7: COMMON PERSUASIVE PITCH PRESENTATION 
 
Script (Dana): Social and Community Context are the settings in which people live and work, 
and the relationships between people including the connections between people and institutions 
(social, religious, cultural, and occupational) (NCIOM, 2020). These relationships can have a 
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major impact on a person’s health and well-being. Within the social and community context, the 
main determinants of health are social integration, support systems, community engagement, 
discrimination, stress, and adverse childhood experiences (NCIOM, 2020).  
 
Script (Leah): ACEs produce acute toxic stress within children, which compounds into 
adulthood. These adverse experiences--whether abuse, neglect, assault, homelessness, 
malnutrition, isms/phobias, etc.--activates the body’s stress response system and leads to long-
lasting wear and tear on our bodies. ACEs increase the odds of attempted suicide, drug use, 
depression, drinking, smoking and chronic disease in adulthood. According to the CDC, if we 
address ACEs we have the potential to reduce depression cases by 40%, heart disease by 
15%, alcohol use disorder by 24% and unemployment by 15% (CDC, n.d.). In Cumberland 
County, there is an apparent need for ACEs intervention with a fifth of residents experiencing 3 
or more ACEs and approximately 40% experience 1-2 ACEs and a child abuse rate that trends 
above both the state and national average (CCDPH, 2019).  
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Script (Linden): Cumberland County’s diverse demographic, cultural, and socioeconomic 
composition and the previously stated findings from the Cumberland County Department of 
Public Health informed our priority population selection (CCDPH, 2019). The ACC and proposed 
transformation will prioritize children ages 0-17 who are experiencing or at-risk for experiencing 
ACEs, as well as caregivers experiencing toxic stress. The nutrition focus of the Program will 
prioritize infants of breastfeeding age and their primary caregivers. The selected indicators from 
the Needs Assessment suggest a high level of toxic stress among families and ACEs among 
children, which provides an opportunity to consider how the ACC can strengthen the social and 
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Script (Linden): With this in mind, the purpose of the ACC is to reduce and prevent the 
incidence of ACEs in Cumberland County and uplift a community that supports children and 
families to thrive. The overarching goals of the ACC include strengthening cross-sector, 
community partnerships; improving the self-efficacy of professionals and community members 
to address ACEs as contextually appropriate; and ensuring sustainability of the transformation. 
To ensure fidelity to the transformation, the Cumberland County Department of Public Health 
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Script (Leah): In order to address ACEs in Cumberland County, we will implement a trauma-
informed, victim-centered Family Resource Navigator Training Program, also called FRNT. The 
FRNT program will be piloted among Cumberland County residents in four cohorts: social 
services, health sector, education, and community. These cohorts serve to deliver a 
standardized curriculum for specialist and lay community groups that help people of all 
occupations, abilities, and socioeconomic backgrounds understand how to detect and prevent 
ACEs. Embedded within our health sector cohort will be a strong emphasis on nutrition and 
health barriers that exacerbate ACEs, which Youstina will elaborate on later. Alongside the 
FRNT program, we will operate a policy arm to advocate for Paid Family & Caregiver Policy in 
North Carolina. Paid family leave has been shown to increase breastfeeding, reduce 
hospitalizations due to abuse, and lowers rates of parental depression. The ACC will support 
progress towards paid family leave policy by integrating ongoing policy action alerts from the 
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Script (Linden): To ensure inclusive and equitable representation, we recognize these four key 
community partners, and I’m honored to first address representatives from Cumberland County 
Schools. 
 
Script (Linden): Thank you, school district members, for being here today. Much like your role 
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in actualizing the Community Child Abuse Prevention Plan over the past decade, you are a 
cornerstone to the ACC’s success in building on this momentum to support the wellbeing of 
children (S.O.A.R., 2017). You intersect children’s and families’ lives at unique and critical 
leverage points within the school system and, as part of the ACC, can ensure we elevate the 
voices of children and families in all aspects of this work (Cumberland County Schools, n.d.). In 
practice, as an ACC partner, your level of involvement is dependent on your capacity and 
interest. As an advisory committee member, you will collaborate with fellow members to co-
design the transformation and develop the Education Cohort curriculum. As a Cohort 
participant, you will be prepared to identify and appropriately address ACEs among those you 
serve. Together, by promoting community cohesion centered on trauma-informed care, we can 
improve the short- and long-term outcomes for school-aged children. In turn, this will lead to a 
stronger, more equitable Cumberland County. Thank you, and I now pass it off to my colleague, 
Leah. 
 
Script (Leah): As leaders and advocates for family-friend policies in North Carolina, our 
partners at Prevent Child Abuse NC represent the rock of our policy initiative. Without the work 
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of the PCANC Policy Action Center, we could not have passed Executive Order 95 in 2019, 
which ensured paid parental leave to state employees. This ACC stands with PCANC on the 
stance that paid family leave is “good prevention, good public policy, good business, and good 
medicine” (PCANC, n.d.) As a unit, this ACC seeks to receive and integrate updates from the 
Policy Action Center with our Family Navigator cohorts. This collaboration will not only recruit 
community members to PCANC, but also strengthen our county’s grassroots efforts to achieve 
paid family and caregiver leave for all North Carolinians. 
 
Script (Dana): The Department of Social Services as part of the Cumberland County 
Department of Public Health is seen as a key stakeholder due to its wide reach within the 
community and the acute knowledge of the underserved populations within the county 
experiencing stress. It is a critical link to numerous services that aim to enhance the population 
and will serve as a essential partner in addressing ACEs in the community. 
            As a major partner, you could help support the program using your existing programs 
like SNAP, WIC, and home visits in order to provide insight to the group as well as opportunities 
for educating the community. Beyond that, your staff and employees would act as educators for 
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our training program on your services and available community resources. 
            Through this coalition, we will be able to improve short- and long-term health outcomes 
for children and families in Cumberland County, as well as lower the burden on the county 
health system for child and community needs. 
 
Script (Youstina): Children with ACEs grow up to have a high risk of many chronic diseases 
such as obesity and heart disease (Harris, 2015). Therefore, the program needs to entail a 
nutrition aspect, which is intended to reduce the risk of obesity among those children. The 
program will do so by including a breastfeeding component since exclusive breastfeeding for 6 
months is shown to reduce the risk of obesity by 25% (UNICEF, 2019). 
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Script (Youstina): Research has shown that adversity may transfer from one generation to the 
next in the form of child abuse, neglect, housing risk, and poor health. (Ukah et.al, 2016). 
Children whose mothers have a history of ACEs have a higher risk of experiencing ACEs (Ukah 
et.al, 2016). Mothers who have a history of ACEs are less likely to exclusively breastfeed for six 
months, which increases the risk of obesity among their children (Ukah et.al, 2016). 
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Script (Youstina): This slide shows an overview of the program and its goals. The family 
resource navigators will include lactation consultants, who will conduct in-home visitations to 
high-risk families (such as mothers with history of ACEs) to promote and counsel them to 
exclusively breastfeed. The short-term goal is to increase exclusive breastfeeding among 
children who are at risk of ACEs. The long-term goal is to decrease risk of obesity among the 
same children later in adulthood. 
 
Script (Youstina): By 2023, exclusive breastfeeding rate among children at risk of ACES will 
increase by 10%. By 2026,  25% of children at risk of ACEs who were exclusively breastfed will 
be within normal weight. 
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Script (Youstina): Breastfeeding data will be collected among children at risk of ACEs ages 0-
2, because this is the breastfeeding age. The data will be collected via monthly reports and 
surveys taken by the lactation consultants. After these data are collected, a multivariable logistic 
regression will be used to investigate the relationship between the risk of ACEs and 
breastfeeding outcomes. The same infants will be continuously monitored, and data will be 
collected that include weight and BMI every six months for 5 years. After these data are 
collected, another regression analysis will be used to investigate the relationship between 
breastfeeding outcomes and obesity rates among children with ACEs.  
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Script (Youstina): For the timeline, reports about the breastfeeding experience will be 
conducted monthly, and weight and BMI data will be collected every 6 months for five years.  
For the budget, the startup costs will include office, computers, and office supplies. And the 
ongoing costs will include the personnel salaries who will include the program manager, 
coordinator, 5 family resource navigators, and 3, lactation consultants. A 3% raise will be given 
to the staff members, annually. 
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Script (Youstina): WIC will be a vital stakeholder since many recruiting will happen through 
them. WIC will be engaged in the process of implementation through formative research to 
assess the feasibility of the program. WIC will also be engaged in the data analysis process. 
The caregivers will be engaged by individual counseling, surveys, and in-home visitations. 
 
Script (Youstina): The strengths include WIC having a high enrollment rate in Cumberland 
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County, which is where the recruiting of the participants will happen (WIC, n.d.). If the program 
is successful, there will be a reduced chronic disease burden in the long run. There is much 
existing evidence-based research about breastfeeding outcomes. The challenges include lack 
of funding since the program will run for 5 years. A confounding bias since breastfeeding 
outcomes may be affected by other variables, such as: income, education level, and loss of 












  46 
APPENDIX B: LINDEN OBEL’S INDIVIDUAL DELIVERABLES 
APPENDIX B-1: PROBLEM STATEMENT 
Social Determinant of Health 
More money doesn’t guarantee better health. While the United States (U.S.) far outranks 
comparative high-income countries on health care spending, the nation remains sub-par on 
many health indicators (Tikkannen, 2020). The U.S. claims the highest chronic disease burden, 
highest obesity rate, and highest rate of avoidable deaths of 10 peer countries (Tikkannen, 
2020). As health care costs climb and outcomes stagnate or worsen, many are looking beyond 
traditional approaches to solve this complex health care crisis.  
Unfolding research evidence points to strategies for improving health status based on 
the social determinants of health—where people “are born, grow, live, work, and age,” learn, 
play, and pray (Artiga, 2019). In short, the conditions in which people exist have a profound 
impact on their overall well-being. The focus of health promotion and disease prevention efforts 
have shifted from primarily clinical interventions to those that encompass diverse dimensions of 
the social determinants, which include economic stability, the built environment, education, 
social and community context, food access, and the health care system (Artiga, 2019).  
For this effort, social and community context is the priority social determinant, including 
social integration and support networks, discrimination and violence prevention, and Adverse 
Childhood Experiences (ACEs) (Artiga, 2019). Data show that social and community context is 
a key driver for health outcomes from pre-birth through adulthood (Holt-Lunstad, 2017). In turn, 
positive relationships and social connections can buffer the impact of challenging circumstances 
and reduce the risk for all causes of death and various disease morbidities (Holt-Lunstad, 2017).  
Within the determinant of social and community context, ACEs are a key risk factor for 
reduced quality of life. As demonstrated in the landmark study by Felitti et al, there is a strong 
dose correlation between exposure to ACEs and poor health outcomes in adulthood, including 
heart and respiratory diseases, cancer, immune dysfunction, and mental illness (Felitti, 1998). 
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For a child who experiences any form of abuse, trauma, violence, and household dysfunction 
(including witnessing intimate partner violence), the result can be detrimental. Persistent toxic 
stress during childhood can disrupt vital neurobiological development, social-emotional and 
behavior regulation, language learning, and physiological functioning (National, 2020). In North 
Carolina, ACEs are a priority for improving community health (NCIOM, 2020). 
Geographic and Historical Context  
In southeastern North Carolina, Cumberland County is home to roughly 330,000 
residents. Being inland, the area experiences less severe effects of hurricanes than the coastal 
region (CCDPH, 2019). Compared to North Carolina, Cumberland County residents are 
generally younger, and though predominantly white, the county is more ethnically and racially 
diverse than the state (see Table B-1) (CCDPH, 2019; U.S. Census Bureau, 2019). With a 
median household income lower than the state, 17.6 percent of residents live below the federal 
poverty line, and 54.9 percent of households with children participate in SNAP (CCDPH, 2019). 
Cumberland County houses Fort Bragg, one of the largest U.S. Army bases in the world, and 
has a much higher active military and veteran population than the state (CCDPH, 2019).  
These characteristics that define and diversify Cumberland County present opportunities 
for enhancing the social and community context to improve health outcomes for children and 
families. More specifically, these are equity concerns as many of the factors contributing to 
ACEs in the county disproportionately impact individuals of color (CCDPH, 2019). The county 
has begun to respond. The Fayetteville Cumberland Reentry Council Safer Communities works 
to support those integrating back into the community (Green, 2020). In 2018, the Strengths in 
Overcoming Adversity thru Resiliency (SOAR) Coalition hosted an event to raise awareness of 
ACEs and mobilize child abuse prevention efforts (Green, 2020).  
Priority Population  
Cumberland County’s 2019 Community Health Needs Assessment revealed poverty, 
violent crime, affordable housing, food insecurity, economic stability, and child maltreatment as 
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priority intervention areas (Green, 2020; CCDPH, 2019). All of these factors rank as ACEs and 
illustrate the need for targeted intervention around this social determinant. ACEs include a 
range of life circumstances that directly impact children and involve parents and caregivers. As 
such, the priority population of this effort to address ACEs in Cumberland County is children 0-
17 who are experiencing or are at risk of experiencing ACEs and their parent(s) or caregiver(s). 
This could include children isolated from their parents, whether through incarceration or military 
duty, parents with substance misuse disorders, children in dysfunctional households, families in 
poverty, and children who experience maltreatment (Green, 2020).  
 Based on the priority areas previously stated, Cumberland County’s children and 
families face disproportionate and potentially harmful levels of stress, especially Blacks or 
African Americans and Hispanics/Latinos (CCDPH, 2019). Strengthening social cohesion and 
community networks is associated with improved resiliency and lower levels of stress (Berkman, 
2000). By prioritizing this population through the lens of the community, perhaps a sustainable, 
collective resiliency can be cultivated. 
Measures of Problem Scope 
Based on 2016-2017 estimates, 23.6 percent of children in North Carolina experience 
two or more ACEs (NCIOM, 2020). Currently ranked 32nd of all 50 states for ACEs prevalence 
(50th being worst), North Carolina’s 2030 target is 18 percent, which would bring the state lower 
than the national average of 20.5 percent (NCIOM, 2020). The state has noted several 
prominent ACEs: children living in poverty and/or with a single parent, those with complex 
health or developmental needs, and those of a non-White race or ethnicity (NCIOM, 2020). 
In Cumberland County, 23 percent of children experience some form of ACEs, and child 
maltreatment rates are nearly twice as high for children ages 0-8 compared to North Carolina 
(Green, 2020). Furthermore, 25 percent of Cumberland County children live below the poverty 
line, which is higher than the rate of North Carolina, and the rate of violent crime in Cumberland 
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County is double that of North Carolina (CCDPH, 2019). Based on these population factors, 
children in Cumberland County are at increased risk for experiencing ACEs.  
Rationale/Importance 
Ultimately, leaders should pay attention to ACEs because the impact of trauma in 
childhood spans beyond the individual; it matters for collective well-being. Recent estimates 
show the economic burden for verified child maltreatment cases alone in the U.S. is $428 billion 
(Peterson, 2018). This doesn’t account for the associated costs for later potential health 
outcomes, such as heart disease and mental illness. For perspective, the economic burden of 
major depressive disorder in the U.S. was $210.5 billion in 2010, and 50 percent of costs were 
associated with work absenteeism and decreased productivity (Greenberg, 2015).  
The cumulative impact of ACEs is undeniable. ACEs represent a broad range of social 
factors and therefore press the need for prevention efforts that expand to the wider social and 
community context. In Cumberland County, this social determinant is imperative.  
Disciplinary Critique 
 Core to ACEs prevention is “the creation of safe, stable, nurturing relationships and 
environments for all children and families.” (Merrick, 2019). ACEs disproportionately impact 
Blacks, Hispanics/Latinos, and American Indians/Alaska Natives compared to Whites; poverty, 
household dysfunction, incarceration, and abuse are equity issues (Merrick, 2019). Cumberland 
County mirrors this with more racial diversity, higher rates of violence and child maltreatment, 
and lower socioeconomic status than the state (CCDPH, 2019).  
Understanding the impact of this social determinant, the project team will heed the 
expertise of community members, champion trusted leaders, and purpose an intervention that 
emboldens all residents to pursue the life and resources they desire without fear of harm or 
discrimination. Through thoughtful planning and implementation, the team envisions a more 
equitable and sustainable community where all members can achieve optimal quality of life and, 
ultimately, can contribute to a stronger, safer, and healthier Cumberland County. 
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APPENDIX B-2: SYSTEM, STAKEHOLDER, AND TRANSFORMATION ANALYSIS 
Program and Policy Introduction 
 Across disciplines, many are becoming attuned to the importance of the social 
determinants for strengthening health outcomes (Artiga, 2019). Of these determinants, data 
show that social and community context is a key driver for health outcomes from pre-birth 
through adulthood (Holt-Lunstad, 2017). Furthermore, positive relationships and social 
connections can buffer the impact of challenging circumstances and reduce the risk for all 
causes of death and various disease morbidities (Holt-Lunstad, 2017). This is critical knowledge 
for addressing Adverse Childhood Experiences (ACEs). Persistent toxic stress during childhood 
can disrupt vital neurobiological development, social-emotional and behavior regulation, 
language learning, and physiological functioning (National, 2020). In North Carolina, ACEs are a 
priority for improving community health (NCIOM, 2020).   
The program transformation for addressing ACEs in Cumberland County is based on the 
data-driven Building Community Resilience (BCR) Model and encompasses a trauma-informed 
training and wellness program that will be piloted within the community (Ellis, 2017). Evidence 
shows that trauma-informed training has been successful at equipping professionals across 
numerous sectors, in particular for reducing the incidence of child maltreatment, and is a critical 
step toward system-level change to address ACEs (Barto, 2018; McIntyre, 2019). Entitled the 
Community Resource Navigator Training (CRNT) Program, this community-based initiative will 
equip professionals from diverse disciplines with tools to practice trauma-informed care and 
confront multiple levels of ACEs in children and families—e.g., child abuse, parental 
separation/isolation (e.g. military trauma or incarceration), neglect, sexual assault, addiction. 
Cross-sector program participants, many of whom work with families and children in 
diverse capacities across Cumberland County, will exist as a community cohort for the training 
period. Members will learn and collaborate around a unified curriculum to address the needs of 
children and families in the settings in which they work. Ultimately, the program aims to build 
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community resilience by equipping professionals in their respective disciplines to serve as family 
resource navigators and intervene at critical leverage points around ACEs.   
Advantages of such a program are demonstrated through evidence that suggests family 
resource navigators significantly improve the social competence of families and overall health of 
children from needy families (Gottlieb, 2016). Additionally, cross-sector community collaboration 
has demonstrated a positive impact on transforming trauma-informed systems (Ellis, 2017). 
Together, these factors are foundational to the CRNT Program. 
The advantage of this community-driven model may also serve as its disadvantage. 
Funding structures rarely support the partnership- and capacity-building framework that is at the 
core of the BCR Model and CRNT Program (Ellis, 2017). To ensure the sustainability of the 
program, strategic planning and investments in resource capacity will be essential (Ellis, 2017). 
Accompanying the CRNT Program to address the needs of high-risk families (e.g., those 
living in poverty, those with unmet needs or experiencing high stress), the policy initiative aims 
to enhance Paid Family Leave policy in North Carolina to promote positive bonding and 
attachment for parents with their children during the critical stage of infancy (National, 2019). 
Evidence from states with universal Paid Family Leave policies (i.e., all families are eligible) 
points toward positive outcomes, including economic success, workforce sustainability, and 
family cohesion (National, 2019). Notably, Paid Family Leave offers parents an opportunity to 
fully engage with their newborn(s) when it is especially vital, promotes positive paternal and 
maternal behaviors (e.g., breastfeeding), and helps reduce the stress and burden of new 
parenthood (National, 2019).  
One reported disadvantage of a Paid Family Leave policy is the extended amount of 
time out of a job can lead to difficulty re-entering the workforce (Rossin-Slater, 2020). To 
minimize this, the policy should consider a leave period that optimizes parents’ and caregivers’ 
time together with their infant and ensures job security, which has been shown to reduce the 
incidence of parents quitting their jobs and increase work productivity (Rossin-Slater, 2020).   
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 Stakeholders involved in this policy initiative mirror many of those in the proposed 
program. Additionally, policymakers and employers will be essential to navigating the policy 
development landscape. Together, the program and policy will ensure a wrap-around style 
initiative that aims to target ACEs at prevention and intervention levels. 
 Equity considerations of the program and policy prioritize bringing together diverse, 
cross-sector stakeholders, which allows for broad reach and community representation. The 
transformation prioritizes community-level change to empower all children and families to 
overcome the impact of ACEs and ensures multiple leverage points for change, thus increasing 
the potential for a more equitable impact. Finally, the transformation works to dismantle systems 
of oppression by building community capacity and strengthening community support systems 
from a collaborative, ground-up framework, rather than a top-down approach (CTSA, 2011).  
Program and Policy Alternatives 
An alternative program would be a trauma-informed curriculum solely implemented in 
Cumberland County schools. Like the proposed CRNT Program, this program would provide 
trauma-informed training to teachers. Advantageously, trauma-informed training in school 
settings is effective, and a single entity may reduce resource costs (McIntyre, 2019). At a 
disadvantage, this limits the community-level impact of the intervention.  
 An alternative policy would focus on poverty reduction in Cumberland County. The 
stress associated with living in poverty, both for children and families, is significant and presents 
an opportune area for ACEs intervention (National, 2020). The advantage is that this policy 
would increase the return on Childcare Tax Credits for low-income families in Cumberland 
County (National, 2020). However, the disadvantage is that this policy does little to influence the 
stressors inherent in the perinatal stage. The recommended Paid Family Leave policy may do 
more to scaffold the important attachment and bonding stage that is vital for infants and parents, 
thus paving the way for economic sustainability and family cohesion (National, 2019).  
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Program and Policy Recommendation 
 In light of the evidence articulated above, the recommendation for a Cumberland County 
community transformation initiative to reduce and prevent ACEs prevalence is twofold. The first 
component is a CRNT Program that equips cross-sector professionals with trauma-informed 
tools to identify and address ACEs in the populations they serve. The second is a Paid Family 
Leave policy that ensures job security and optimal leave time for caregivers to reduce perinatal 
stress and promote positive attachment and bonding.  
Stakeholder Analysis 
To map and analyze key stakeholders involved in the recommended program and policy 
initiative, stakeholders from similar community-based programs in Cumberland County, North 
Carolina, and the wider United States were evaluated (SOAR, 2017; Center, n.d.). Reviewing 
the team’s rich picture, sub-systems and associated stakeholders were identified. (See Figure 
B-1 for rich picture and Table B-2 for a table of key stakeholders.) For example, social service 
agencies, professionals in the school system, and community non-profits focused on child and 
whole-family service coordination were three of several key stakeholders. These were also 
stakeholders identified in a child abuse prevention program implemented in Cumberland County 
that had a similar topic focus (SOAR, 2017). Furthermore, assets and expected level of 
engagement of each stakeholder were noted to inform how they may contribute to the design, 
implementation, and evaluation of the initiative.  
After drafting all potential stakeholders, each was categorized into broader stakeholder 
groups. To better understand the social determinant from unique worldviews and system 
perspectives, root definitions for select essential stakeholders were created. (See Table B-3 for 
root definitions.) These root definitions provide insight into key leverage points for 
transformation that will help the design team articulate components of the program and policy.  
Finally, a power-interest grid was utilized to capture each identified stakeholder’s 
position within the program and policy transformation. (See Figure B-2 for power-interest grid.) 
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This visualization illustrates how stakeholders may be similar or different in their positions 
related to each other, informs effective engagement and communication strategies (MindTools, 
n.d.), and ensures a community-driven, equity-focused initiative. 
Summary of Key Stakeholders for Transformation  
 From the stakeholder analysis process, several key stakeholders stood out as prominent 
partners in designing, implementing, evaluating, and participating in the program and policy 
transformation. In short, the program and policy require cross-sector participation over a wide 
range of disciplines. Among them, existing organizations addressing child maltreatment and 
providing family support (e.g., SOAR), clinical and mental health providers, education system 
professionals, and community engagement specialists—including veteran and active duty 
member outreach—will be vital for the development of the CRNT Program and working to bring 
a universal Paid Family Leave policy for all North Carolina residents. Employers and 
policymakers are two additional stakeholders essential for the policy component. 
 The power-interest grid provides insight into which stakeholders hold both power and 
interest in this effort. Notably, child welfare agencies and the public health department, both of 
whom hold high power and interest, will require close management and high engagement. 
Of importance, the social determinant requires that the community be at the center of 
transformation (Artiga, 2019). Building community capacity and a foundation of trust will drive 
sustainable transformation (CTSA, 2011). Thus, stakeholders reflect the dynamic landscape of 
Cumberland County. These individuals will elevate the voices of community members and 
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Conclusion  
The recommended program and policy collectively prioritize resiliency, community-
collaboration, and upstream ACEs prevention. Accompanying stakeholders identified through 
this analysis represent potential leverage points to intersect the social determinant from a multi-
system perspective within the social and community context, which paves the way for a 
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APPENDIX B-3: ENGAGEMENT AND ACCOUNTABILITY PLAN 
Summary of Program and Policy  
The Accountable Care Community (ACC) aims to unite cross-sector professionals 
around an evidence-based, trauma-informed model to prevent, reduce, and address the social 
determinants of health contributing to adverse childhood experiences (ACEs) in Cumberland 
County. The ACC will achieve this aim by implementing and sustaining a Family Resource 
Navigator Training Program (“Program”) and universal Paid Family & Caregiver Leave Policy 
(“Policy”) for North Carolinians. To serve Cumberland County’s diverse communities, the ACC 
will prioritize social and community context to inform the innovation design. The Program will 
comprise four professional training cohorts: Social Services, Education, Health and Nutrition, 
and Community Partners, each with a tailored curriculum. Together, the ACC will enact a 
wraparound-service approach to combat family stress and improve outcomes for Cumberland 
County children, which are community priorities (NCIOM, 2020). 
Short-term Program success will be assessed by the number of new partnerships 
established, the self-efficacy of cohort participants to implement trauma-informed care, and the 
number of children and families reached. Long-term Program success will be assessed by 
trends in the prevalence and incidence of ACEs and family stress in Cumberland County with 
the goal to reduce the risk and prevalence of ACEs and family stress by 5 percent by 2025.  
Short-term Policy success will be assessed by the level of legislative endorsement and 
workforce support for the Policy, level of knowledge among the community and key 
stakeholders of the economic benefits of the Policy, and a formalized bill to be voted on during 
the legislative session. Long-term Policy success will be assessed by the enactment of a 
universal Paid Family & Caregiver Leave Policy in North Carolina by 2025.  
Engagement Plan Overview and Rationale 
 An engagement plan will be used to convene ACC stakeholders strategically and 
effectively. The purpose of the engagement plan is to outline the strategies used to engage key 
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community stakeholders in the ACC and the design, implementation, and evaluation activities 
for achieving the Program and Policy transformation aim. (See Appendix B-3 for analysis of key 
stakeholders, leveraged assets, and anticipated level of engagement.) Foundational to the 
engagement plan are the principles of community engagement that assert the fundamental 
importance of mobilizing and collaborating with the priority community to enact any positive, 
sustainable health transformation (CTSA, 2011; Schmitz, 2017). In particular, understanding the 
community culture, stewarding trusted relationships, and building community capacity are 
critical principles for addressing this social determinant of health (CTSA, 2011). Thus, the 
engagement plan, framed by these principles, will serve as a guide for the ACC’s efforts to 
engage stakeholders effectively and equitably through a community-based lens and will 
promote effective implementation and sustainability of the Program and Policy.    
Stakeholder Profile 
 Essential stakeholders to designing, implementing, and evaluating the Program and 
Policy represent opportunities to support children and families in achieving positive health 
outcomes (see Appendix B-3). Specifically, these stakeholders hold some level of influence to 
intervene and prevent ACEs in Cumberland County. Stakeholders who interact directly with the 
priority population will play a critical role in designing the Program curriculum. Topic experts and 
providers specializing in trauma-informed care, such as from Southern Regional Area Health 
Education Center, will be instrumental to Program design and implementation.  
Additionally, policy and advocacy specialists will help to inform a strategic, persuasive 
Policy proposal. They will work in partnership with the backbone agency and accountable 
partner (see Accountability Plan) to ensure transparency and collaboration. 
Engagement Methods  
 To achieve robust engagement of stakeholders and the community along the Spectrum 
of Community Engagement (Schmitz, 2017), both individual- and group-level strategies will be 
employed. (See Appendix B-4: Engagement Methods, Stakeholders, Purpose, and Execution.) 
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Partnership for Children of Cumberland County, the partner organization and coordination team 
for the engagement plan (see Accountability Plan), will consider the power and vested interest 
of each stakeholder and use this analysis in the design and facilitation of engagement 
strategies. (See Figure B-2: Power-Interest Grid.) Those with high power, high interest will be 
managed closely as their stake has a strong impact on the transformation’s success and 
sustainability.  
A Steering Committee (“Committee”) will be formed to provide strategic direction to the 
backbone agency, the Cumberland County Department of Public Health. Representatives from 
each key stakeholder group and a community champion will exist as members of the Committee 
and oversee the initiative’s progress. Importantly, the Committee will ensure fidelity to 
implementation, evaluation, and grant requirements and will serve as the fiduciary agent. On the 
spectrum of community engagement, this method ensures a collaborative, shared leadership 
focus that aligns with a co-design framework (Schmitz, 2017; CTSA, 2011).  
A special focus of the Committee will be curriculum development for the Program, where 
topic experts will inform the core components and content of the training. For example, trauma-
informed care specialists in the field of ACEs will work in collaboration with teachers, 
pediatricians, school nurses, family engagement specialists, and other program participants to 
ensure the cohort curriculum is relevant to the populations of focus. 
The Committee will utilize Nominal Group Technique (NGT) to ensure equitable sharing 
of ideas and to facilitate structured brainstorming and discussion on the direction and 
development of the Program and Policy. This technique, which emphasizes a non-judgment 
process for workshopping ideas, will provide the Committee with a meaningful tool to collectively 
generate, prioritize, and commit to how the community transformation will be achieved (Tague, 
2005). Ideas brought forth in the community listening sessions and semi-structured interviews 
(explained in detail following) will inform the NGT activity. As the Committee is composed of 
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representatives from each key stakeholder group and the community, this group will be a critical 
advocate on behalf of children and families in Cumberland County.  
 Community listening sessions with members, community organizations, and key 
stakeholder representatives will be held quarterly to inform the design, development, and 
implementation of the program and policy transformation. This method promotes a strength-
based approach to community engagement, elevates community voice, and builds community 
capacity by ensuring the assets of the community are at the foundation of the transformation 
(Schmitz, 2017). Rather than ask the community to adapt to the functions of a Program, the 
community is invited to inform the Program and Policy initiative that functions for them (Schmitz, 
2017). In this method, the community acts as an involved consultant to the Program and Policy 
development and collaborates with key stakeholder representatives. 
 The third method for engaging stakeholders is through individual-level, semi-structured 
phone and video interviews with key stakeholder representatives, community members, and the 
priority population. This method will be critical for gaining a deeper understanding of the 
community dynamics and culture, building authentic relationships with stakeholders and the 
community, and ensuring the unique concerns and perspectives of the community are heard 
and reflected in the design, implementation, and evaluation of the Program and Policy.  
Conclusion 
 At the foundation of the engagement plan is a focus on the community, which is 
embedded in the vision, values, and structure of the transformation. In collaboration with and 
through the direction of the community, a strengths- and equity-based approach will guide the 
ACC as they strive to design, implement, and evaluate a sustainable Program and Policy to 
strengthen Cumberland County’s social and community context and promote well-being for all 
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Accountability Plan 
 Accompanying the aforementioned engagement plan, an accountability plan, as outlined 
in the following memorandum of understanding, will structure ACC engagement and activities.  
 
Memorandum of Understanding  
between 
CUMBERLAND COUNTY DEPARTMENT OF PUBLIC HEALTH  
and 
PARTNERSHIP FOR CHILDREN OF CUMBERLAND COUNTY 
 
This Memorandum of Understanding (MOU) sets forth the terms and understanding between 
the Cumberland County Department of Public Health (“CCDPH”) and Partnership for Children of 
Cumberland County (“PCCC”) to transform Cumberland County’s social and community context 
and prevent Adverse Childhood Experiences (ACEs) through the formation of an Accountable 
Care Community (“ACC”) 
Background and Introduction 
As defined by the North Carolina Institute of Medicine, an ACC is, “A coalition of cross-
sector stakeholders, including health care providers and community agencies that work together 
to improve health in a community.” (NCIOM, 2019). An ACC unites community representatives 
to “address multiple determinants of health, including social determinants.” (NCIOM, 2019). In 
Cumberland County, where child maltreatment and family stress are top priorities (NCIOM, 
2020), the formation and utilization of an ACC is a critical step toward addressing the 
prevalence of Adverse Childhood Experiences (ACEs) through the leverage point of the social 
and community context.  
Persistent toxic stress during childhood can disrupt vital neurobiological development, 
social-emotional and behavior regulation, language learning, and physiological functioning 
 
  61 
(National, 2020). Importantly, evidence shows that positive relationships and social connections 
can buffer the impact of challenging circumstances and reduce the risk for all causes of death 
and various disease morbidities (Holt-Lunstad, 2017). As a key mobilizer of community partners 
centered around the determinants of health, the ACC is poised to execute this initiative to 
transform the social and community context in order to reduce and prevent the incidence and 
impact of ACEs in Cumberland County. 
Within the ACC, the CCDPH will act as the backbone agency, and PCCC will serve as 
the accountable partner to ensure transformation activities are executed in alignment with this 
MOU and the implementation and evaluation plans. Additional stakeholders as outlined in the 
Engagement Plan (see PART I: ENGAGEMENT PLAN) will work in partnership with the CCDPH 
and PCCC to implement the Program and Policy. 
Purpose 
The ACC aims to strengthen the social and community context of Cumberland County 
by uniting cross-sector professionals around a trauma-informed care, family well-being, and 
community resilience model to reduce and prevent the occurrence and impact of Adverse 
Childhood Experiences (ACEs). The ACC will achieve this aim by working to implement and 
sustain a Family Resource Navigator Training Program within one year and a universal Paid 
Family Leave Policy for North Carolinians by 2025.  
Goals, Milestones, and Metrics 
Goals of the ACC include building trusted relationships with key stakeholders and the 
community, establishing a general Program curriculum adapted for each cohort, coordinating an 
ACC Policy arm to develop the Policy, increasing public awareness of the impact of ACEs, and 
strengthening the aptitude community and professionals to address and prevent ACEs in 
children and families. 
Key milestones include finalizing the Program design and Policy brief, creating the 
Program curriculum, implementing the Program cohorts, and drafting a Policy bill. Additional 
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milestones include successfully convening the ACC, implementing the Engagement Plan 
methods, and establishing an evaluation team. 
These goals and milestones will be measured through various evaluation techniques, 
such as through both formal (e.g., surveys) and informal (e.g., group discussions) methods. 
Short-term programmatic progress will be assessed by the number of new partnerships formed, 
the self-efficacy of cohort participants to implement trauma-informed care, and the number of 
children and families reached. Long-term Program success will be assessed by trends in the 
prevalence and incidence of ACEs and family stress in Cumberland County with the goal to 
reduce the risk and prevalence of ACEs and family stress by 5 percent by 2025.  
Short-term Policy success will be assessed by the level of legislative endorsement and 
workforce support for the Policy, level of knowledge among the community and key 
stakeholders of the economic benefits of the Policy, and a formalized bill to be voted on during 
the legislative session. Long-term Policy success will be assessed by the enactment of a 
universal Paid Family & Caregiver Leave Policy in North Carolina by 2025.  
Accountability  
 As outlined by the RASCI analysis (see Table B-5), the Cumberland County Department 
of Public Health (CCDPH) will serve as the primary accountable organization and backbone 
agency. A key link to numerous health services, data sources, and program implementation 
experience, the CCDPH has the resources and infrastructure to guide and support the 
successful design, implementation, and evaluation of the Program and Policy.  
Furthermore, the Cumberland County Department of Social Services, which houses 
Child Protective Services, is a critical second responsible partner and supportive organization 
with access to resources for Program design and implementation. Together these two agencies 
can ensure appropriate wrap-around support of families and children in the aim to reduce ACEs 
in Cumberland County.  
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As mentioned, local and regional health partners will be critical consultants for 
developing the targeted Program curriculum. Cape Fear Valley Medical Center and Southern 
Regional Area Health Education Center, including the outpatient family medicine center, will 
ensure practices that support addressing child maltreatment (SOAR, 2017).  
Informed partners, such as the Child Advocacy Center (CAC), will ensure the community 
and those with invested interest, such as parents, families, and caregivers, have access to the 
information and resources of the Program and Policy. The CAC will play an important role in 
advocating on behalf of children and families both through the Program and Policy. With 
ongoing, creative community engagement efforts, the CAC is poised to be an informative link 
between the program and community (SOAR, 2017). 
Responsibility  
 The primary responsible organization for the ownership of the Program and Policy 
transformation as outlined by the MOU is the Partnership for Children in Cumberland County 
(PCCC). PCCC has a trusted relationship with the community and cross-sector representation, 
including home visiting services, professional development and service provider training, family 
engagement, and child advocacy (SOAR, 2017), and thus will serve as an appropriate conduit 
across the multiple Program and Policy components.  
Vision 
Cumberland County is a vibrant community where all children grow up in nurturing 
environments, and all families receive the support and services they need to thrive. 
Values  
The ACC’s values mirror the principles set forth by the ACC model and are as follows: 
1. Community-centered vision 
2. Foundation of trust 
3. Commitment to equity 
4. Collaboration and co-design 
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Common Expectations 
● Practice appropriate communication 
● Maintain a learning mindset 
● Show mutual respect and openness to diverse perspectives 
● Examine and upend racially biased systems and process 
● Commit to your accountabilities  
Evaluation and Reporting  
As the backbone organization, the CCDPH will be responsible for coordinating the 
collection, management, analysis, and dissemination of data metrics to evaluate progress 
toward the goals outlined in this MOU. The CCDPH, or the assigned entity, will provide monthly 
progress reports based on the requirements outlined in the evaluation plan. 
Funding 
This MOU is not a commitment of funds, and both parties agree to the accountabilities 
described in this document as unbound to any compensation.  
Duration 
This MOU is at-will and may be modified by mutual consent of authorized officials from 
CCDPH and PCCC. This MOU shall become effective upon signature by the authorized officials 
from the CCDPH and PCCC and will remain in effect until modified or terminated by any one of 
the partners by mutual consent, or after the established transformation period. In the absence of 
mutual agreement by the authorized officials from CCDPH and PCCC, this MOU shall end on 
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Contact Information 















(Partner name, Cumberland County Department of Public Health, position) 
________________________ Date: 
(Partner signature) 
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APPENDIX B-4: PERSUASIVE PITCH 
 
Script 
Thank you, school district members, for being here today. Much like your role in 
actualizing the Community Child Abuse Prevention Plan over the past decade, you are a 
cornerstone to the ACC’s success in building on this momentum to support the wellbeing of 
children (SOAR, 2017). You intersect children’s and families’ lives at unique and critical 
leverage points within the school system and, as part of the ACC, can ensure we elevate the 
voices of children and families in all aspects of this work (Cumberland County Schools, n.d.). 
In practice, as an ACC partner, your level of involvement is dependent on your capacity 
and interest. As an advisory committee member, you will collaborate with fellow members to co-
design the transformation and develop the Education Cohort curriculum. As a Cohort 
participant, you will be prepared to identify and appropriately address ACEs among those you 
serve. Together, by promoting community cohesion centered on trauma-informed care, we can 
improve the short- and long-term outcomes for school-aged children. In turn, this will lead to a 
stronger, more equitable Cumberland County. Thank you. 
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APPENDIX B-6: TABLES AND FIGURES 
(Note: Tables and Figures appear in the order that they are referenced in Appendix B) 
Table B-1: Selected Demographic Characteristics in Cumberland County 


















50.0 37.0 11.6 2.5 0.3 1.5 
North 
Carolina 
68.1 21.5 9.8 3.0 0.1 1.2 
United States 72.0 12.8 18.4 5.7 0.2 0.9 
Data source: U.S. Census Bureau, American Community Survey 
 
Figure B-1: Rich Picture 
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Table B-2: Program and Policy Stakeholder Assets and Levels of Engagement 
Family Resource Navigator Training Program 
Stakeholder / Sector Stakeholder 
Representative  





children & adolescents 
experiencing ACEs 
  







closely connected to 
children experiencing 
ACEs 
Focus of program 
intervention; strategies 
informed by needs and 
interest of this 
population 
  
Focus of ACEs 
prevention efforts and 
policy; needs of this 
population essential to 


























Director of Health 
Services 
Professionals in this 
sector have regular 
interactions with 
children and 
adolescents who may 
be experiencing 
ACEs; essential 








children and families 
Vital community asset 
High engagement: all 
connected to school and 















High engagement: high 
level of interaction with 
child population and 
understanding of early 
childhood development 
  
Key participant for 
program cohort 
 



































strong relationships and 
trust with cross-sector 
partners and community 
members; already 
begun work to address 
child abuse, so natural 
partner to connect within 









Department of Social 
Services / Child 
Welfare 
 
















with wide community 






























engagement: the health 
department is a critical 
link to numerous 
services that aim to 
enhance population 
health and may serve as 
a critical partner in 




















courses and online 


























understanding of the 
impact of ACEs on 
child well-being; 
knowledge and tools 
for implementing 
trauma-informed care 
in diverse settings 
and working with 
children who have 
experienced multiple 
levels of ACEs 
High engagement: key 
to developing FRNT 
Program curriculum, 
designing program 
elements, and providing 
instruction to cohort; 














Major health provider 
in Cumberland 
County.  
Cape Fear Valley and 
SRAHEC share 
providers to provide 
transitions of care 
services. Family 
Medicine Center 
provides prenatal to 
adult care and offers 




PCPs, and advanced 
practice providers. 
High engagement: key 
to developing FRNT 
Program curriculum, 
linking to families and 
population of interest, 
designing program 
elements, and providing 
instruction to cohort; 




Active duty / veteran 
outreach 
  
Fort Bragg Army 
Community Services 














Provides a directory 
of services for Fort 
Bragg families, 
including a Child 












Cumberland County has 
a high percentage of 
residents who are active 
military and veterans; 
important link to this 
population, especially 
for veteran parents who 
may be experiencing 
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Paid Family & Caregiver Leave Policy (additional specific to Policy development) 
Stakeholder / Sector Stakeholder 
Representative  
Asset Level of Engagement 
Policy action 
 







Power to enact 
policies and move 
legislation forward 
Decision-making 
power over state- and 
county-level 
budgeting, which is 





legislators will be critical 
to moving policy forward 
and designating state-
level budget funding to 
Paid Family Leave 
policy 
  













by Paid Family Leave 
Policy 
Provide insight into 




enhance job growth 
and prosperity across 







employers’ support of a 
Paid Family Leave 





Corporation key link to 
workforce sector, data-






Table B-3: Root Definitions for Key Stakeholders to Understand System Perspective 
Stakeholder Root Definition 
Children and adolescents experiencing 
ACEs 
● “Being at home is hard. I don’t feel safe there 
or when I am with my parents. When I’m with 
them, I am scared, alone, and don’t know 
what they will do to me.” 
 
Community non-profits + early learning 
specialists 
● “Children that are well and thriving, families 
that are connected to resources, and high-
quality early learning for all are essential 
factors for prosperous communities.”  
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Health Providers ● “Early childhood development is critical to 
lifelong health and well-being, and parents 
who are supported and engaged positively 
with the health system may be more likely to 
create positive and healthy growing 
environments for their children.”  
Social Service Agencies ● “Family stress, such as low income, lack of 
affordable housing, or immigration status, can 
be detrimental to children and how parents 
can support their children.”  
Community Engagement Specialists “Children whose parents are engaged in their 
children’s education are more likely to be 
successful in school and beyond.” 
 
“We know that students achieve more when 
families are involved in their education,” 
Lindsay Whitley, associate superintendent for 
Communications and Community 
Engagement. 
Policymakers / legislators ● “We want to make sure the programs and 
policies we are funding are sustainable and 
lead to economic success for our 
communities.”  
Child Nutrition Specialists ● “Promoting healthy nutrition and exercise 
habits will lead to positive learning and 
lifelong well-being.” “We support learning by 
promoting healthy habits for lifelong nutrition 
and fitness practices.” - Nutrition Services 
department 
Family Therapists + Mental Health 
Specialists 
● “Supporting families with positive coping 
mechanisms for managing times of stress is 
essential to ensuring positive mental health 
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Figure B-2: Power-Interest Grid 
 



















each key stakeholder 
group 
Provide strategic 
direction to the 
backbone agency 
and oversee the 
initiative’s progress 
 
Ensure fidelity to 
implementation, 


























and evaluation of the 
















dynamic and culture, 





leverage points for 
transformation, and 
development of 




Table B-5: RASCI Analysis 
RASCI Levels     
Who is… Program 
Transformation 
Rationale For Partner 
Participation 





● Administer majority of boots-on-
the-ground social services: 
Family support services [e.g., 
Eva L. Hansen Learning 
Library’s education events, toys 
and books; Car Seat Safety 
Program, Free Child Care 
Referral search tool, Diaper 
Bank, Book gifting program, 
Financial Assistance for Child 
Care, Grandparent and Kinship 
Support Program, NC Pre-K 
(free preschool program)] 
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Accountable=ultimately 
answerable for the correct and 
thorough completion of the 
deliverable or task, and the one 
who delegates the work to those 
responsible 
Cumberland County 




Department of Social 
Services 
● Lead health agency in county 
● CCDPH and CCDSS close 
partners 
● Administers WIC (Women 
Infants and Children) 
Supportive=can provide resources 
or can play a supporting role in 
implementation 
Cumberland County 





● Oversee and administer major 
social services (e.g., food stamp 
program and Child Protective 
Services) 
● Have readily available legal 
support 
Consulted=has information and/or 
capability necessary to complete 
the work 
Cape Fear Valley 







● Cover both the inpatient and 
outpatient side of family health 
services and mental health 
services 
● Strong clinical understanding of 
the impact of ACEs on child 
well-being; knowledge and tools 
for implementing trauma-
informed care in diverse settings 
and working with children who 
have experienced multiple levels 
of ACEs 
Informed=must be notified of 
results, process, and methods, but 









● Ensure community is aware of 
resources available  
● Raise awareness  
● Provide community 
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APPENDIX C: LEAH OSAE’S INDIVIDUAL DELIVERABLES 
APPENDIX C-1: INDIVIDUAL PROBLEM STATEMENT 
Social Determinant of Health 
  Social determinants of health (SDoH) refer to the “conditions in the environments where 
people are born, live, work, play, worship, and age” that affect their health and quality of life 
(HHS, 2021). Healthy People 2030—the set of national data-driven objectives for improving 
U.S. health and wellbeing—endeavors to improve the social and community context of health by 
improving people’s relationships, interpersonal interactions, homes, and neighborhoods (HHS, 
2021). Trauma represents a major source of unmet social needs in communities and often 
perpetuates in a cycle of generational trauma, commonly referred to as adverse childhood 
experiences, or ACEs (CDC, 2020). 
  Per the Centers for Disease Control and Prevention, adverse childhood experiences 
(ACEs) are “potentially traumatic events that occur in childhood (0-17 years)” such as violence, 
abuse, neglect, substance misuse, mental health problems, and parental separation (CDC, 
2020). Between 1995 and 1997, the CDC-Kaiser Permanente ACE Study (2016) investigated 
over 17,000 Southern California residents, looking at three categories of ACEs: 1) childhood 
abuse, including emotional, physical, and sexual abuse; 2) neglect, including both physical and 
emotional neglect; and 3) household challenges, such as divorce or an imprisoned parent. This 
landmark study produced many findings, including but not limited to the following (SAMSHA, 
2016): 
1. ACEs are common. Roughly one-third of participants reporting physical abuse and over 
one-fifth of participants reporting sexual abuse. 
2. ACEs occur in clusters: Approximately 40% of participants experienced two or more 
ACEs. 
3. ACEs interact in a graded, dose-response relationship with several adverse health and 
behavioral conditions in later life. 
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  Compared to individuals reporting no ACEs, individuals who reported several ACEs had 
increased odds of attempted suicide, drug use, depressed affect, moderate-to-heavy drinking, 
and smoking in their adulthood (Merrick et al., 2017; Edwards et al., 2007). The ACE Pyramid 
(see Figure 1) conceptualizes this dose-response relationship between ACEs and health and 
wellbeing from conception to death (CDC, April 2020). 
Geographic and Historical Context 
  Cumberland County, home to over 330,000 residents, is located in the southeastern 
portion of North Carolina, north of the Cape Fear coastal region (NC Department of Commerce, 
2021). Fayetteville, the county seat of Cumberland County, is known as the home of the Fort 
Bragg military base, which accounts for the county’s more than 43,000 veteran population 
(Census, 2019). Thousands of military members transition into Fort Bragg every year for the 
past century, bringing a strong military culture—and military-related traumas—to the county’s 
communities (Fayetteville Area Convention & Visitors Bureau, 2021). 
  Out of the 100 NC counties, Cumberland ranks 69th in overall health outcomes, 76th in 
quality of life, and 77th in health behaviors (RWJF, 2020). Youths (i.e., persons under 18 years) 
account for approximately one-fourth of the county’s population (Census, 2019). In terms of race 
and ethnicity, Cumberland County’s population is over-half (51.1%) white alone, 39.1% Black or 
African American, 12.1% Hispanic or Latino, 1.9% Native American, and 2.7% Asian (Census, 
2019). Approximately one-fifth (18%) of the population lives in poverty, and the county’s 
unemployment rate sits at 8.4% as of November 2020 (Census 2019; U.S. Bureau of Labor 
Statistics, 2021). 
  In 2019, the Cumberland County Health Department (CCHD) completed its most recent 
Community Health Needs Assessment (CHNA). Based on the assessment, CCDH identified five 
focus areas: 1) access to health services; 2) economy (social determinants of health); 3) 
exercise, nutrition, and weight; 4) public safety; and 5) substance abuse (CCHD, 2019). 
Specifically, the county has moved towards addressing ACEs. In 2013, community members 
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created the Strengths in Overcoming Adversity thru Resiliency (S.O.A.R.) team and developed 
a Community Child Abuse Prevention Plan in 2017 (Partnership for Children, n.d.). The plan 
was a collective effort between the Partnership for Children of Cumberland County, Cumberland 
County Schools, and the Child Advocacy Center, and made Cumberland County the first county 
in North Carolina to develop this type of plan (NCImpact, 2020). 
Priority Population 
  The population of interest for ACEs includes Cumberland County children and 
adolescents ages 18 and under. ACEs do not occur in isolation and are often imposed by 
parents or guardians, such as direct abuse from a caretaker or social/physical isolation from a 
parent due to drug use, incarceration, divorce, etc. (CDC, 2020). Thus, the parents, guardians, 
and caretakers of children affected by ACEs are also included in the population of interest. 
Measures of Problem Scope 
  Per the 2019 CHNA, child abuse rates in Cumberland County are above the state and 
regional averages. The child abuse rate—which includes physical, sexual, and emotional 
abuse—is 0.35 per 1,000 population and has remained relatively stable over the past few years. 
The juvenile undisciplined rate is 0.7 per 1,000 and refers to factors such as unlawful absence 
from school, disobedience, and runaways. Moreover, the juvenile crime rate for children ages 
six (6) to 15 years is 30.0 per 1,000. Cumberland County’s incarceration rate is 262.7 per 1,000 
population, which relates to the adverse experiences of children separated and isolated from 
incarcerated parents or guardians (CCHD, 2019). Overall, these measures indicate a high need 
for ACEs intervention in Cumberland County. 
Rationale/Importance 
  ACEs, especially child abuse, increase the risk of early death in children. In 2019, the 
death of Ethan Bates—a 7-year-old Fayetteville child found dead in his home after allegedly 
enduring child abuse and serious bodily injury from his parents—brought public attention to the 
severe gaps in the county’s social services and reporting processes for abused children (Riley, 
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2020). Addressing ACEs is not only crucial for improving the immediate health outcomes—and 
outright survival—of youth, but also for preventing several health and behavioral conditions in 
their adulthood. 
Disciplinary Critique 
  The intersection and overlap of several ACEs, such as community violence, child abuse, 
racism, etc. can produce “toxic stress” which activates the body’s stress-response system and 
leads to “long-lasting wear-and-tear on the body and brain” (Harvard, n.d.). Public health 
leaders dedicated to preventionist strategies of population health must address ACEs in order to 
protect communities across the entire life cycles of individuals. By addressing ACEs, public 
health leaders possess the potential to interrupt waves of chronic health conditions right when 
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APPENDIX C-2: SYSTEM, STAKEHOLDER, AND TRANSFORMATION ANALYSIS 
Program Transformation 
  A multiagency Family Resource Navigator (FRN) program will be implemented in 
Cumberland County to address the social determinants of health contributing to adverse 
childhood experiences (ACEs). As indicated by the 2019 Cumberland County Community 
Health Needs Assessment (CHNA), ACEs encompass myriad priority issues, including but not 
limited to child abuse (physical, sexual, and emotional); juvenile discipline (absence from 
school, disobedience, and runaways); and parental separation and incarceration (CCHD, 2019). 
The FRN program will accommodate the intrinsically wide-ranging nature of ACEs by training up 
community members across various disciplines (e.g., academia, childcare, healthcare, and 
social services) to become community-based experts in ACEs prevention and intervention. 
Furthermore, the program will center social justice as described in the 2019 CHNA, primarily by 
emphasizing the unique needs of marginalized and disinvested populations, such as 
military/veteran parents, low-income families, and food-insecure children (CCHD, 2019). 
Program Description 
         The concept of FRNs is adapted from the patient navigator model, a novel strategy in 
which trained individuals link patients to community resources and offer support and guidance 
for their medical conditions (Loskutova et al., 2016; Doucet et al., 2019). The FRN program will 
train up community members as trauma-informed navigators in four major domains: 
1. Detect signs of ACEs and toxic stress in children and parents. 
2. Navigate children and parents towards appropriate resources. 
3. Intervene in emergency events utilizing trauma-informed, victim-centered methods. 
4. Prevent the exacerbation of toxic stress and ACEs. 
The FRN domains are adapted from the ‘ALGEE’ approach of Youth Mental Health First Aid, 
which trains participants to assess risk of suicide or harm, listen non-judgmentally, give 
reassurance and information, encourage professional help, and encourage self-help strategies 
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(Kelly et al., 2011). These domains will not only inform the FRN curriculum development, but 
also assure that the curriculum provides a standardized, accessible approach to addressing 
ACEs. In order to assure that the FRN program fits within the cultural context of Cumberland 
County and yields the desired effects, the program will first be piloted with relevant 
stakeholders. 
Program Alternatives 
         The FRN program can be compared to two major program alternatives: school-based 
health centers (SBHCs) and preschool enrichment programs. SBHCs provide mental, 
behavioral, and sexual health services in schools and directly increase children’s access to 
trauma-informed care (Arenson et al., 2019). The proposed FRN program will provide a larger 
reach than SBHCs by default, as navigators will be established across all major organizations 
and agencies in Cumberland County, not just schools. The 2019 CHNA noted unlawful absence 
form school as a priority issue; thus, trauma-informed resources must be available outside of 
school settings in order to reach absent youth (CCHD, 2019). 
         Like SBHCs, preschool enrichment programs prevent ACEs by utilizing a school-
centered approach. Commonly, these programs (e.g., Head Start) provide free and low-cost 
preschool services that promote family-centered learning and development (Duncan & 
Magnuson, 2013). Preschool enrichment programs not only improve cognitive and language 
development of young children, but also improve the emotional intelligence of parents (Love et 
al., 2005). However, much like SBHCs, preschool enrichment is a siloed intervention with an 
even more limited reach to children—typically under five-years old—of parents who must 
choose to apply and enroll in these preschool enrichment programs. 
  One disadvantage of the FRN program when compared to preschool enrichment is its 
reactive approach to prevention. The success of the FRN program is contingent upon the 
aptitude, readiness, and willingness of trained community members to detect ACEs while 
preschool enrichment programs directly provide development and life skill education to all 
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children and parents. On the other hand, preschool engagement programs are even more 
limited than SBHCs, as they are not required and typically only cover children up to five years-
old (Fortson et al., 2016). 
  Family-friend policies offer an indirect alternative to direct education and training 
programs such as FRNs. For example, paid family leave (PFL) policies provide protective 
factors against ACEs by increasing frequency and duration of breastfeeding, reducing childhood 
hospitalizations from abuse, and lowering rates of parental depression and stress (Forson et al., 
2016). However, only nine (9) states institute PFL policies, none of which are Southern states. 
Due to the lack of success in sister states and the potential of high-effort/low-reward in pursuing 
statewide PFL, this proposal recommends an FRN program over alternative programs and 
policies for its timeliness, feasibility, and high-impact potential. 
Stakeholder Analysis 
  The FRN program will include trauma-informed, victim-centered training that will be 
piloted within the community. This program will deliver preventative and reactive measures for 
parents, children, and family confronting ACEs at multiple levels—e.g., child abuse, parental 
separation/isolation (e.g., military trauma or incarceration), neglect, sexual assault, addiction, 
etc. Furthermore, FRNs will involve community health workers, community champions, school 
counselors/educators, healthcare professionals, and people who work with families and children 
in Cumberland County. Table 1 details eight (8) major stakeholders for creating and piloting an 
FRN program in Cumberland County. 
  A power-interest grid (see Figure 2) was utilized to determine how these stakeholders 
should be addressed in strategy making and delivery (Eden & Ackermann, 1998). Key players 
include Cumberland County Schools, Partnership for Children of Cumberland County, and 
Cumberland County Department of Social Services (CCDSS). Both the Cumberland County 
School System and the CCDSS have the pull to not only prevent implementation of the FRN 
program, but also to deter (or motivate) other stakeholders. CCDSS possesses legal authority to 
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conduct investigations of child abuse/neglect and to administer in-home services (CCDSS, n.d.). 
In the state of North Carolina, school personnel are mandated reporters of suspected incidents 
of abuse, neglect, and dependency; moreover, a Child Protective Services office operates out of 
Cumberland County Schools (DePasquale, 2015). 
  Compared to CCDSS and the school system, The Partnership for Children of 
Cumberland County (PFC) has less legal authority and/or liability for abused and neglected 
children. However, PFC provides a majority of the county’s family support services (e.g., NC 
Pre-K, free childcare referrals, a youth library and more) and has been an established presence 
in Cumberland County for nearly thirty years (PFC, n.d.). These three stakeholders—CCDSS, 
Cumberland County Schools, and PFC—are essential to creating an ethical, accurate, and 
acceptable curriculum for the Family Resource Navigator program. 
  Prevent Child Abuse NC (PCANC) conducts a Prevention Action Network in the state 
and provides free trainings on ACEs. PCANC also actively lobbies for child welfare policies 
(e.g., the Family First Prevention Services Act) out of its Policy Action Center (PCANC, n.d.). 
Due to being a statewide nonprofit, PCANC retains less interest in this local intervention 
compared to county-level agencies like CCDSS. However, PCANC leaders possess a high-level 
understanding of research- and evidence-based conditions for reducing child maltreatment and 
with developing effective trainings, webinars, and workshops (PCANC, n.d.). Despite not being 
a key player, PCANC will be consulted for the FRN curriculum development, ultimately with the 
intention of meeting their standards for child maltreatment education.  
  Remaining stakeholders include hospitals and clinics (i.e., Fort Bragg Army Community 
Services and Southern Regional AHEC Family Medicine Center) as well as smaller 
organizations with ACEs-related knowledge and/or services (i.e., the Child Advocacy Center 
and PFLAG). Hospital/clinic-based organizations will be kept informed and consulted as needed 
for their clinical expertise, especially regarding mental, behavioral, and nutritional health. 
Smaller local organizations like Child Advocacy Center and PFLAG, despite their lesser 
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influence, have a vested interest in preventing child abuse and are major assets for recruiting 
individuals to the pilot program, assessing cultural awareness of the FRN program, and 
facilitating continuous quality improvement efforts. 
Conclusion 
         Overall, the proposed FRN program seeks to offer an evidence-based, trauma-informed 
curriculum to prepare both professionals and lay persons in Cumberland County for assessing 
and intervening in ACEs. The program offers many advantages to alternative options regarding 
feasibility, impact, and breadth of focus. By utilizing stakeholders from the healthcare sector, 
social services, child advocacy, and education, the FRN program model holds a high potential 
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APPENDIX C-3: ENGAGEMENT AND ACCOUNTABILITY PLAN 
Program Summary 
  The Cumberland County Accountable Care Community (ACC) aims to implement a 
Family Resource Navigator (FRN) program that strengthens community-based prevention 
strategies for adverse childhood experiences (ACEs). As indicated by the 2019 Cumberland 
County Community Health Needs Assessment (CHNA), ACEs encompass myriad priority 
issues, including but not limited to child abuse, juvenile discipline, parental separation, and 
incarceration (CCHD, 2019). The FRN program endeavors to train up community members 
across various disciplines—academia, childcare, healthcare, social services, and lay 
communities—as trauma-informed navigators specializing in four major domains: 1) detect 
signs of ACEs and toxic stress in children and parents; 2) navigate individuals towards 
appropriate resources; 3) intervene in emergency events utilizing trauma-informed, victim-
centered methods; and 4) prevent the exacerbation of toxic stress and ACEs. 
Stakeholder Profiles 
Cumberland County Schools 
         School system staff, faculty, and administrators play a vital role in the lives of children 
and teens who spend most of their daily lives within school. The school system employs 70 
social workers to assist students and families with social services, (un)lawful absences, 
academic barriers, and suspected child abuse and neglect (CCS, n.d.) 
Cumberland County Department of Social Services & Public Health (CCDSS/CCDPH) 
         CCDSS possesses the legal authority to conduct investigations of child abuse and 
neglect and to administer in-home services (CCDSS, n.d.). Additionally, CCDSS liaises with 
CCDPH to administer other services relevant to family wellness, such as WIC (Women, Infants 
& Children program), food stamps, and Medicaid. 
Partnership for Children of Cumberland County (PFC) 
  While CCDSS administers federal/state social programs at the local level, PFC provides 
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a majority of Cumberland County’s direct family support services. Some of these services 
include the NC Pre-K program, free childcare referrals, and a youth library (PFC, n.d.). 
Child Advocacy Center (CAC) 
         The CAC of Cumberland County provides comprehensive child services at no charge to 
all Cumberland County and Fort Bragg residents, primarily by coordinating multidisciplinary 
team (MDT) case reviews “where professionals from multiple agencies come together to plan 
the best course of legal and supportive action” for child abuse victims (CAC, n.d.). 
Prevent Child Abuse NC (PCANC) 
         PCANC is a statewide organization that collects data on child maltreatment to inform 
evidence-based solutions, provides free online trainings on child abuse prevention, and 
operates a Prevention Action Network to advocate for family-friendly policies (PCANC, 2021). 
Fort Bragg Army Community Services (ACS) 
         ACS provides a directory of services for Fort Bragg families, including a Child Abuse 
Line, Employment Readiness, Exceptional Family Member Program, New Parent Support 
Program, Sexual Harassment/Assault Response and Prevention, and more (Ft. Bragg, 2021). 
Southern Regional Area Health Education Center (SRAHEC) 
  The SRAHEC Family Medicine Center is a National Committee for Quality Assurance 
(NCQA) Patient-Centered Medical Home providing adult medicine, prenatal, OB/GYN, and 
pediatric medicine services. SRAHEC ensures follow-up for patients discharged from local 
hospitals, like Cape Fear Valley Medical Center and the army medical center (SRAHEC, 2020). 
PFLAG Fayetteville 
         The Fayetteville PFLAG (formerly known as Parents and Friends of Lesbians and Gays) 
chapter provides support for LGBTQ people and their families, including monthly support 
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Engagement Methods 
  In order to determine how stakeholders should be approached and engaged in the FRN 
program, each stakeholder was mapped among spheres of influence on and contribution to 
ACEs prevention in Cumberland County. Figure 3 portrays the stakeholder map with three 
spheres of influence/contribution (i.e., direct supports and services to the community, financial 
resources and human capital, and legal authority or policy influence). Arrows represent flows of 
resources and/or power dynamics between stakeholders. 
  After mapping the stakeholders, a stakeholder power analysis (see Figure 2) was utilized 
to determine how the ACC should address each stakeholder in strategy making and delivery 
(Eden & Ackermann, 1998). The three key players—Cumberland County Schools, PFC, and 
CCDSS/CCDPH—possess a unique pull to not only prevent implementation of the FRN 
program, but also to deter (or motivate) other stakeholders. In particular, CCDSS possesses 
legal authority to conduct investigations of child abuse/neglect and to administer in-home 
services over all other stakeholders (CCDSS, n.d.). These interactions and power dynamics are 
vital considerations for the engagement plan detailed further.   
  In addition to the stakeholder mapping and analysis, a Give-Get Grid (see Table 2) was 
utilized to assess each stakeholders’ expected benefits (“gets”) and contributions (“gives”) 
needed to establish and maintain a long-term, mutually advantageous program (Behringer et al., 
2018). The FRN program requires frontloaded short-term “gives” in order to achieve long-term 
“gets” for the stakeholders. The three key stakeholders carry the largest burden for providing 
guidance, leadership, and labor to the program’s development and evaluation in the pilot phase. 
Thus, the ACC will prioritize incentivization and motivation to ensure long-term success. 
  The Agency for Healthcare Research and Quality (AHRQ) cites “insufficient community 
incentives” and “funding mechanisms” as major barriers to community-based participatory 
research (AHRQ, 2020). Thus, the ACC will prioritize incentivization and motivation to ensure 
long-term success by integrating incentives across each facet of the engagement plan. 
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Incentives can be monetary, non-monetary (e.g., recognition and encouragement), or tangible 
(e.g., household goods and food items) depending on the needs, desires, and attitudes of each 
stakeholder group (Pavetti & Stanley, 2016). 
Engagement Plan 
         Table 3 depicts the three major methods of engagement to ensure ongoing support and 
involvement from the ACC stakeholders. Leadership briefings will be delivered on a regular 
basis to inform the key stakeholders (Cumberland County Schools, CCDSS, and PFC) of the 
pilot program’s progress, to receive consultation on research ethics and legalities, and discuss 
ongoing budget and grant requirements. A Curriculum Research & Development (CRD) 
Workgroup will work underneath the guidance and oversight of this leadership council to create 
a curriculum for the Family Resource Navigator trainings.     
         During the pilot phase of this project, the CRD Workgroup will create the FRN 
curriculum, including educational components, practice activities, and certification tests. Much 
like Youth Mental Health First Aid and other evidence-based ACEs-related interventions, the 
FRN program requires input from subject matter experts (SMEs) who directly work with 
Cumberland County children and parents (Kelly et al., 2011). Educators and internal staff from 
local organizations (e.g., PFC, CAC, PFLAG) and health sector leaders (e.g. Fort Bragg ACS 
and SRAHEC Family Medicine Center) will provide the SMEs for the FRN program domains. 
The workgroup will share their specialized components of the curriculum during monthly 
planning meetings in order to create and execute an integrated curriculum. 
         The success of the FRN pilot program depends on the ACC’s ability to recruit active 
participants. While the researchers and social service workers of the CRD Workgroup possess 
specialized experience to recruit a cohort to the pilot, there must be further engagement to 
ensure participants’ satisfaction and retention. Therefore, participant feedback and listening 
sessions will be utilized to conduct focus groups, identify program gaps, and improve the overall 
quality of the FRN curriculum. These sessions will be co-led by researchers and educators from 
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PNANC, Cumberland County Schools, and volunteers from the CDG Workgroup to ensure that 
participant feedback is routinely incorporated into the ACC’s quality improvement methods. 
Accountability Plan 
  The following is a memorandum of understanding (MOU) between CCDSS and CAC. As 
the major provider of social services in Cumberland County and liaison to CCDPH, CCDSS 
functions as the backbone agency for the ACC. In the following MOU, CCDSS will hold CAC 
accountable for assisting with development and implementation of the FRN pilot program. 
Memorandum of Understanding 
 
Purpose  
Under the heading of the Cumberland County Accountable Care Community’s (ACC) Family 
Resource Navigator (FRN) program, the agencies described as Cumberland County 
Department of Social Services [CCDSS] and the Child Advocacy Center [CAC] are entering into 
this MOU for the implementation of an evidence-based curriculum to train Cumberland County 
community members as FRNs specializing in detection, assessment, and intervention in 
adverse childhood experiences (ACEs). 
 
Vision 
This ACC seeks to create healthier and safer communities for Cumberland County children. 
 
Values 
CCDSS and CAC will commit themselves to equity, integrity, and fairness in all actions and 
activities during the development and execution of the FRN pilot program. 
 
Responsibilities and Expectations of the Parties  
CCDSS and CAC [Parties] understand at any time, if any Parties are unable to perform their 
functions under this MOU consistent with such Parties’ statutory and regulatory mandates, the 
affected Parties shall immediately provide written notice to the others seeking a mutually 
agreed upon resolution. 
 
CCDSS will provide:  
1. Administration and oversight of all FRN curriculum development, ethical compliance, and legal 
standards.  
2. Programmatic oversight of education and trainings by the FRN curriculum.  
3. Direct data management of returned outcomes of consenting participants’ pre- and post-training 
testing. 
4. Management of ACC funding and budgeting. 
5. Materials, supplies, equipment, food, gifts/rewards, and other items necessary for curriculum 
planning and execution. 
6. Documentation of all required professional insurance.  
 
CAC will provide:  
1. Meeting spaces and facilities adequate for the planning and piloting of FRN trainings.  
2. Payment for regular work (non-bonus) salaries of employees participating in the FRN pilot. 
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3. Feedback as requested from quality improvement sessions. 
4. Assistance to any child or parent who presents a case of abuse and/or during the pilot phase in 
accordance with mandatory reporter laws. 
5. Confirmation of all licenses, waivers, certifications, and supervision for any social, mental, or 
behavioral services provided in the delivery of the FRN program. 
 
Aims and Metrics 
CAC will accomplish three major goals by the end of the pilot program: 
1) Enroll at least 50 community members into the pilot with at least 80% retention by completion. 
2) Conduct four (4) quarterly participant and feedback listening sessions with participants. 
3) Deliver at least two (2) program reports for first- and third-quarter checkpoints of the pilot 
program. Parties will collaboratively determine priority metrics during pre-planning meetings 
prior to the recruiting phase of the pilot. 
 
Metrics for measuring progress of the three main aims will include regular monitoring of 
participant enrollment and qualitative analysis of quality improvement sessions with 
participants. CCDSS will contact CAC within two (2) weeks of the first and third-quarter 
checkpoints to ensure progress toward completion of program reports. 
 
Billing and Compensation  
CCDSS does not retain any liability for payment or compensation of CAC employees. However, 




Parties to this MOU agree to comply with the applicable sections of any appropriate statute or 
requirement to assure that all requirements for mandatory reporting and privacy/confidentiality 
as mandated by the Health Insurance Portability and Accountability Act. 
 
Termination Provisions  
Notification of termination shall be given to all Parties at least sixty (60) days prior to the 
intended date of termination.  
 
Extension  
Parties to this MOU may extend the MOU for a specified time within the grant. Any notification 
of extension must be by mutual agreement and must be in writing. Notification of intention to 
extend the MOU must be given at least thirty (30) days prior to the expiration of the MOU. Any 
extension of or amendment to this Memorandum will be pursuant to the terms stated herein.  
 
Parties agree to review this MOU at least annually and provide written suggestions as to 
recommended changes, clarifications, deletions or additions. An addendum signed by the 
authorized representatives of the Parties shall be sufficient to modify the MOU.  
 
Amendment  
This Memorandum shall not be altered, changed, or amended except by instrument in writing 
executed by the Parties hereto.  
 
Notice of Failure to Perform  
If any of the Parties to this MOU are dissatisfied with the performance of the other Party under 
the terms of this Memorandum, the dissatisfied Party shall give written notice to the non-
performing Party of the duties not performing. The non-performing Party shall have thirty (30) 
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days to correct any failure to perform the duties so specified or to communicate with the 
dissatisfied groups to resolve any disagreement between the Parties.  
 
Liability 
Parties shall each be responsible for their respective liability. None of the Parties shall be 
responsible for the liability of the other Parties as a result of acts or omissions in connection 
with the performance of this MOU. The FRN program will not require direct professional 
services from licensed practitioners. However, providers, social workers, and affiliated agencies 
must maintain and present documentation of all required professional insurance.  
 
Subcontracting  
CAC may not subcontract any portion of this MOU without obtaining the prior written approval of 
the CCDSS.  
 
Duration of MOU  
This MOU shall be in force from _______________(date) and reviewed at the end of the grant 
period________ (date).  
 
Notice 
Any notice required to be given pursuant to the terms of this MOU shall be in writing and shall 
be hand-delivered or sent by certified mail to the addresses listed in [Exhibit A: List of 
Addresses] attached hereto. Either party to this MOU may change the address to which notice 
is to be submitted by notice delivered pursuant to this section.  
 
Signatures  
IN WITNESS WHEREOF, the duly authorized representatives of the Parties have executed this 
MOU effective as of the date first above written. 
  
Dated: ____________, BY: _______________________________ CCDSS Representative 
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APPENDIX C-4: PERSUASIVE PITCH 
 
  Script: As leaders and advocates for family-friendly policies in North Carolina, our 
partners at Prevent Child Abuse NC represent the rock of our policy initiative. Without the work 
of the PCANC Policy Action Center, we could not have passed Executive Order 95 in 2019, 
which ensured paid parental leave to state employees. This ACC stands with PCANC on the 
stance that paid family leave is “good prevention, good public policy, good business, and good 
medicine” (PCANC, n.d.) As a unit, this ACC seeks to receive and integrate updates from the 
Policy Action Center with our Family Navigator cohorts. This collaboration will not only recruit 
community members to PCANC, but also strengthen our county’s grassroots efforts to achieve 







  96 
APPENDIX C-5: REFERENCES 
Agency for Healthcare Research and Quality (AHRQ). (2020). AHRQ Activities Using 
Community-Based Participatory Research to Address Health Care Disparities. Retrieved 
from: https://www.ahrq.gov/research/findings/factsheets/minority/cbprbrief/index.html 
 
Arenson, M., Hudson, P. J., Lee, N., & Lai, B. (2019). The Evidence on School-Based Health 
Centers: A Review. Global pediatric health, 6, 2333794X19828745.  
 
Behringer, B., Southerland, J. L., & Plummer, R. M. (2018). Case Studies of Community-
Academic Partnerships Established Using the Give-Get Grid Model. Health promotion 
practice, 19(5), 654–663. https://doi.org/10.1177/1524839917740118  
 





Centers for Disease Control and Prevention (CDC). (April 2020). CDC-Kaiser ACE Study. 
Retrieved from: https://www.cdc.gov/violenceprevention/aces/about.html 
 
Centers for Disease Control and Prevention (CDC) & Kaiser Permanente. The ACE Study 
Survey Data [Unpublished Data]. Atlanta, Georgia: U.S. Department of Health and Human 




Child Advocacy Center (CAC). (n.d.). Who We Are. Retrieved from: 
http://www.childadvocacycenter.com/sample-page/  
 
Cumberland County Department of Social Services (CCDSS). (n.d.). Children Services. 
Retrieved from: http://www.ccdssnc.com/child-services/  
 
Cumberland County Health Department (CCHD). (2019). 2019 Community Health Needs 




Cumberland County Schools (CCS). (n.d.). Social Work Services. Retrieved from: 
https://www.ccs.k12.nc.us/domain/1641  
 
DePasquale, S. (2015). Mandated Reporting of Child Abuse, Neglect, or Dependency: What’s 




Doucet, S., Luke, A., Splane, J., & Azar, R. (2019). Patient Navigation as an Approach to 
Improve the Integration of Care: The Case of NaviCare/SoinsNavi. International journal of 
integrated care, 19(4), 7. https://doi.org/10.5334/ijic.4648 
 
Duncan, G. J., & Magnuson, K. (2013). Investing in Preschool Programs. The journal of 
 
  97 
economic perspectives : a journal of the American Economic Association, 27(2), 109–132. 
https://doi.org/10.1257/jep.27.2.109 
 
Eden C., & Ackermann, F. (1998). Making Strategy: The Journey of Strategic Management, 




Edwards, V. J., Anda, R. F., Gu, D., Dube, S. R., & Felitti, V. J. (2007). Adverse childhood 
experiences and smoking persistence in adults with smoking-related symptoms and illness. 
The Permanente journal, 11(2), 5–13. https://doi.org/10.7812/tpp/06-110 
 
Fayetteville Area Convention & Visitors Bureau. (2021). Our Military Connection. Retrieved 
from: https://www.visitfayettevillenc.com/explore/military-connection/  
 
Fort Bragg. (2021). Army Community Services. Retrieved from: 
https://bragg.armymwr.com/programs/acs  
 
Fortson, B. L., Klevens, J., Merrick, M. T., Gilbert, L. K., Alexander, S. P. (2016). Preventing 
child abuse and neglect: a technical package for policy, norm, and programmatic activities. 
National Center for Injury Prevention and Control (U.S.). Division of Violence Prevention. 
http://dx.doi.org/10.15620/cdc.38864  
 
Harvard University Center on the Developing Child. (n.d.). ACEs and Toxic Stress: Frequently 
Asked Questions. Retrieved from: https://developingchild.harvard.edu/resources/aces and-
toxic-stress-frequently-asked-questions/ 
 
Loskutova, N. Y., Tsai, A. G., Fisher, E. B., LaCruz, D. M., Cherrington, A. L., Harrington, T. M., 
Turner, T. J., & Pace, W. D. (2016). Patient Navigators Connecting Patients to Community 
Resources to Improve Diabetes Outcomes. Journal of the American Board of Family 
Medicine: JABFM, 29(1), 78–89. https://doi.org/10.3122/jabfm.2016.01.150048 
 
Love, J. M., Kisker, E. E., Ross, C., Raikes, H., Constantine, J., Boller, K., Brooks-Gunn, J., 
Chazan-Cohen, R., Tarullo, L. B., Brady-Smith, C., Fuligni, A. S., Schochet, P. Z., Paulsell, 
D., & Vogel, C. (2005). The effectiveness of early head start for 3-year-old children and their 
parents: lessons for policy and programs. Developmental psychology, 41(6), 885–901. 
https://doi.org/10.1037/0012-1649.41.6.88  
 
Merrick, M. T., Ports, K. A., Ford, D. C., Afifi, T. O., Gershoff, E. T., & Grogan-Kaylor, A. (2017). 
Unpacking the impact of adverse childhood experiences on adult mental health. Child abuse 
& neglect, 69, 10–19. https://doi.org/10.1016/j.chiabu.2017.03.016 
 
North Carolina (NC) Department of Commerce. (2021). County Profile – Cumberland County 
(NC). Retrieved from: 
https://accessnc.nccommerce.com/DemoGraphicsReports/pdfs/countyProfile/NC/37051.pdf  
 
Partnership for Children of Cumberland County. (2017). Community Child Abuse Prevention 
Plan. Retrieved from: https://ccpfc.org/partners/community-child-abuse-prevention-plan/  
 
Partnership for Children of Cumberland County (PFC). (n.d.) Our History and Timeline. 
Retrieved from: https://ccpfc.org/about-pfc/our-history-and-timeline/  
 
  98 
 
Pavetti, L. & Stanley, M. (2016). Using Incentives to Increase Engagement and Persistence in 
Two-Generation Programs: A Review of the Literature with Key Insights. Family Income 




PFLAG. (2021). Safe Communities. Retrieved from: https://pflag.org/safe-communities  
 
Prevent Child Abuse North Carolina (PCANC). (2021). About Us. Retrieved from: 
https://www.preventchildabusenc.org/  
 
Riley, R. (2020). Charges upgraded for mother, stepfather in Fayetteville 7-year-old's murder. 




Robert Wood Johnson Foundation (RWJF) Program. (2020). County Health Rankings & 
Roadmaps – North Carolina. Retrieved from: 
https://www.countyhealthrankings.org/app/north-carolina/2020/overview  
 
Southern Regional Area Health Education Center (SRAHEC). (2020). The Family Medicine 
Center. Retrieved from: https://www.southernregionalahec.org/family-practice/  
 
Substance Abuse and Mental Health Services Administration (SAMHSA). (2016). Adverse 




U.S. Bureau of Labor Statistics. (2021). Economy at a Glance – Fayetteville, NC. Retrieved 
from: https://www.bls.gov/eag/eag.nc_fayetteville_msa.htm  
 












  99 
APPENDIX C-6: TABLES AND FIGURES 
(Note: Tables and Figures appear in the order that they are referenced in Appendix C) 
Figure 1: ACE Pyramid (CDC, April 2020) 
 
 
Table 1: Stakeholders for Adverse Childhood Experiences (ACEs) Prevention 






Coordinator of Social 
Work Services 
Proximal Largely responsible for school-age children throughout 
the day. 
● Coordinator of Social Work Services works with child 
abuse in the school system: 
https://www.ccs.k12.nc.us/Page/2690  
● Child Nutrition Services: 
https://www.ccs.k12.nc.us/Page/2601  
Cumberland County 
Department of Publix 





Local Public Health 
Administrator 
 
Sandy Connor, Assistant 
Director of Children’s 
Services 
Proximal Delivers direct social and public health services to 
families and children: 
● Child/Adult Protective Services 
● Food and Nutrition/Medicaid 








Distal Provide resources, support, and programs that 
empower families, advance wellbeing of children and 
strengthen the early care and education systems. 
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Representative: Eileen 
Cedzo, Family Resource 
Center Counseling 
Manager 
● Family support services: Eva L. Hansen Learning 
Library’s education events, toys and books; Car Seat 
Safety Program, Free Child Care Referral search tool, 
Diaper Bank, Book gifting program, Financial 
Assistance for Child Care, Grandparent and Kinship 
Support Program, NC Pre-K (free preschool program) 
 
https://ccpfc.org/families/ 











Provides hotline for reporting child abuse in 
Cumberland County and provides education to the 
public: 
● Staff at Social Services will decide whether an 
investigation will be done and, Child Protective 
Services will investigate within 24 hours in case of 
abuse and 72 hours in case of neglect. 
 
http://www.childadvocacycenter.com/  







Distal Provides public education, including free self-guided 












Distal Provides a directory of services for Fort Bragg families, 
including a Child Abuse Line of the FB Family 
Advocacy Program, Employment Readiness, 
Exceptional Family Member Program, New Parent 
Support Program, Sexual Harassment/Assault 









Director of Behavioral 
Health 
Proximal SRAHEC Family Medicine Center provides prenatal to 
adult care and offers an on-site behavioral therapist 




PFLAG Fayetteville Proximal (if 
LGBTQ+) / 
Distal 
Provides support for LGBTQ people and their families. 
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Figure 2: Power-Interest Grid 
 
High Influence/Low Interest 
Meet their needs 
Prevent Child Abuse NC 
High Influence/High Interest 
Key Player 
Cumberland County Schools 
Partnership for Children of Cumberland County 
Cumberland County of Department of Social 
Services 
Low Influence/Low Interest 
Keep informed minimally 
Fort Bragg Army Community Services 
Southern Regional AHEC (SRAHEC) 
Family Medicine Center 
Low Influence/High Interest 
Show consideration 
Child Advocacy Center 
PFLAG Fayetteville 
 
Figure 3: Stakeholder Map 
 
 
ACS = Army Community Services; CAC = Child Advocacy Center; CCDSS = Cumberland 
County Department of Social Services/Public Health; PCANC = Prevent Child Abuse NC; PFC = 
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Table 2: Give-Get Grid 
 
Partner Give Get 
Cumberland County 
School System 
  Pedagogical expertise 
  Technical assistance (curriculum 
development) 
  Recruiting (pilot program) 
  Support for program evaluation 
  Employee time & labor 
  Improved insight and knowledge 
of ACEs prevention 
  Student wellness 
  Safer school environments 
  Experience working with ACC 
Cumberland County 
Department of 
Public Health & 
Social Services 
(CCDPH/CCDSS) 
  Legal insight 
  Technical assistance (curriculum 
development) 
  Oversight of research methods 
(ethics) 
  Specialized experience with 
state/federal support services 
  Employee time & labor 
  Improved population health 
outcomes and relationship with 
the general public 
  Stronger connections to 






  Legal insight 
  Technical assistance (curriculum 
development) 
  Oversight of research methods 
(ethics) 
  Community engagement 
experience 
  Support for program evaluation 
  Employee time & labor 
  Increased utilization of PFC 
services 
  Improved population health 
outcomes 
  Promotion of PFC and CAC 
services, resources, trainings, 
and events 
 Child Advocacy Center (CAC) 
  Pedagogical expertise 
  Recruiting (pilot program) 
  Environmental scans 
  Support for program evaluation 
  Employee/volunteer time & labor 
Prevent Child Abuse 
NC (PCANC) 
  Pedagogical expertise 
  Technical assistance (curriculum 
development) 
  Insight on delivering trainings to 
diverse audiences 
  Support for program evaluation 
  Financial resources 
  Data for state Child Maltreatment 
Statistics and reports 
  Elevate profile of PCANC 
Prevention Action Network 
  Increased utilization of PCANC 
trainings 
Fort Bragg Army 
Community Services 
  Clinical expertise 
  Community engagement 
experience with military families 
and veterans 
  Employee time & labor 
  Referrals to ACS services and 
resources 









  Clinical expertise 
  Research experience 
  Employee time & labor 
  Referrals to SRAHEC Family 
Medicine service 
  Improved patient population 
outcomes 
 
PFLAG Fayetteville   Community engagement 
experience with LGBTQ parents 
and children 
  Recruiting (pilot program) 
  Support for program evaluation 
  Safer school and home 
environments for LGBTQ 
children/parents 
(destigmatization) 








Stakeholders Input on… Involvement 
(1) Leadership Briefings Leaders from 
Cumberland County 
Schools, CCDSS, and 
PFC 
 
● Ease of implementation 
and logistical issues 
● Funding Opportunities 
● Acceptability of the 
program in CC 
communities 




Every 2-3 months 
during pilot phase, then 
6-8 months after full 
implementation to 
overview progress of 
program, legality, 







Educators and internal 
staff from PFC, CAC, 
PCANC 
 
As needed consultation: 
Fort Bragg ACS, 




● FRN curriculum content 
● Volunteer teachers for 
FRN program 
● Technical advice 



















Social work staff from 
CAC and CCDSS 
● Gaps and opportunities 
for action  
● Open-ended feedback 






Quarterly focus groups. 
 
Bimonthly (every two) 
quality improvement 
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APPENDIX D: DANA SWILLEY’S INDIVIDUAL DELIVERABLES 
APPENDIX D-1: INDIVIDUAL PROBLEM STATEMENT 
Social Determinant of Health 
The Social Determinants of Health refer to the environments, along with social and 
economic conditions, that influence an individuals’ health. Social and Community Context are 
the settings in which people live and work, and the relationships between people including the 
connections between people and institutions (social, religious, cultural, and occupational) 
(USDHHS, 2021). These relationships can have a major impact on a person’s health and well-
being. Within the social and community context, the main determinants of health are social 
integration, support systems, community engagement, discrimination, stress, and adverse 
childhood experiences (USDHHS, 2021).  
Adverse childhood experiences, or ACEs, are potentially traumatic events that happen in 
childhood (0-17 years) such as experiencing violence, abuse or neglect; witnessing violence in 
the home or community; growing up in a household with substance abuse, mental health 
problems, instability due to a parental separation or household member being in jail (CCDPH, 
2019).  ACEs are linked to chronic health problems, mental illness, substance abuse in 
adulthood, maternal and child health problems, and teen pregnancy. Children growing up with 
long-term toxic stress due to ACEs can also have issues forming healthy stable relationships. 
According to the CDC, nearly 1 in 6 adults reported they had experienced four or more types of 
ACEs (Felitti, 1998).  
Geographical and Historical Context   
North Carolina is located on the southeast coast of the United States and was one of the 
original thirteen colonies. The state was part of the confederacy during the civil war and has 
roots steeped in racism. Some of the health disparities in North Carolina can be directly tied to 
structural racism through policies such as redlining, segregation, and high-interest loans that 
took place in the 19th and 20th centuries (NCOIM, 2020). North Carolina is also a very rural state 
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with 34% of the population living in rural areas (NCIOM, 2020) which contributes to some health 
disparities as lower cost housing is often found farther from urban areas away from access to 
jobs and comprehensive healthcare. 
Cumberland County is located in central North Carolina and has a population of 327,127 
(as of 2019) with the highest population density in the Health ENC region (CHNA, 2019). The 
population is mainly white (51.8%) but has some diversity as 38.7% are African American and 
11.3% are Hispanic or Latino (CHNA, 2019). Compared to North Carolina, a bigger share of 
Cumberland County residents are active military at 10.1%. About 17.6% of the population lives 
below the poverty line, and the violent crime rate in the county is nearly double the overall NC 
rate (CHNA, 2019). According to the United Health Foundation, North Carolina has a high 
prevalence of children in poverty and food insecurity (America’s Health Rankings, 2021).  
Priority Population    
            The priority population for ACEs will be children 0-18 in Cumberland County, NC who 
are experiencing or are at risk of experiencing ACEs and their immediate parent(s) or 
caregiver(s). Children who are more likely to experience ACEs are those of parents who are 
incarcerated, experience substance abuse disorders, families in poverty, and those who 
experience neglect or maltreatment (CDC, 2021). Female children and those of racial/ethnic 
minorities are at greater risk for experiencing more ACEs. Particularly, in Cumberland County, 
children living below the poverty line or those with parents that have been incarcerated are more 
likely to be African American (CHNA, 2019).     
The community health assessment survey conducted by Cumberland County officials in 
2019 found that most people in the county felt as though low income/poverty was the top quality 
of life issue for the region and also revealed violent crime, affordable housing, food insecurity, 
economic stability, and child maltreatment as priority intervention areas (CHNA, 2019). 
Additionally, over half of Cumberland County families with children participate in the SNAP 
program (CHNA, 2019).  
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Measures of the Problem Scope 
            As of 2012, 39.5% of residents in Cumberland County had experienced 1-2 ACEs and 
20.7% had experienced 3 or more ACEs (CDC, 2012). North Carolina was slightly lower than 
that with 35.6% of participants that had experienced 1-2 ACEs and 22% experienced 3-8 ACEs 
(CDC, 2012). The United States prevalence rates are also very similar with 36.9% having 
experienced 1-2 ACEs (Merrick, 2018).  Along with the population statistics above, indicators 
suggest a potentially high level of toxic stress among families and ACEs among children and 
families in Cumberland County compared to other parts of the state and country (CHNA, 2019). 
Rationale/Importance 
Creating and sustaining safe relationships and environments for children is critical in 
helping improve health and well-being. Not only does preventing ACEs mean for better child 
wellness, but it is also essential in reducing the vast amount of health conditions that we face in 
this country. The CDC estimates that preventing ACEs has the potential to reduce depression 
cases by 44%, heart disease by 15%, alcohol abuse by 24%, and unemployment by 15% (CDC, 
2021).  Thus, ACEs prevention improves population health outcomes during childhood, and 
throughout the entire lifespan. 
Disciplinary Critique 
As public health professionals, it is our duty to tackle factors at all levels of social-
ecological framework in order to find the solutions to make for a healthier population. Research 
suggests that improvements in population health require an exploration into strategies that 
improve social determinants of health such as ACEs. Preventing adverse childhood experiences 
requires unique work that addresses individual and relational aspects within social and 
community context. To sustain improvements in public health requires a shift in focus to include 
prevention of ACEs, resilience building, and ACE-informed service provision (Hughes, 2017). 
The most important transformations in preventing and reducing overall harm from ACEs will 
include building family and community capacity with cross-sector collaboration. 
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APPENDIX D-2: SYSTEM, STAKEHOLDER, AND TRANSFORMATION ANALYSIS 
Introduction   
The Social Determinants of Health refer to the environments, along with social and 
economic conditions, that influence an individuals’ health. Social and Community Context are 
the settings in which people live and work, and the relationships between people including the 
connections between people and institutions (social, religious, cultural, and occupational) 
(Healthy People 2030). These relationships can have a major impact on a person’s health and 
well-being. Within the social and community context, the main determinants of health are social 
integration, support systems, community engagement, discrimination, stress, and adverse 
childhood experiences (ACEs) (CDC, 2019).  
Adverse childhood experiences, or ACEs, are potentially traumatic events that happen in 
childhood (0-17 years) such as experiencing violence, abuse or neglect; witnessing violence in 
the home or community; growing up in a household with substance abuse, mental health 
problems, instability due to a parental separation or household member being in jail (CCDPH, 
2019); etc. ACEs are linked to chronic health problems, mental illness, substance abuse in 
adulthood, maternal and child health problems, and teen pregnancy. According to the CDC, 
nearly 1 in 6 adults reported they had experienced four or more types of ACEs (Felitti, 1998). 
The priority population for our transformation to reduce ACEs will be children 0-18 in 
Cumberland County, NC who are experiencing or are at risk of experiencing ACEs and their 
immediate parent(s) or caregiver(s). 
Program 
The proposed program transformation for reducing adverse childhood experience in 
Cumberland County comprises of trauma-informed training for both specific community 
members and the community at large. Community members will be trained to be family resource 
navigators within their current professional roles to aid families find access to the correct 
resources. The program will be piloted within the county and will provide education on 
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preventative and responsive methods in order to reduce ACEs from multiple levels. It will 
include community health workers, local advocacy champions, school nurses and counselors, 
local social service agencies and various coalitions in order to ensure coverage of all levels.   
The advantages to this program are that this would reach across all aspects of the 
community and different sectors in order to combat ACEs. The intervention starts with educating 
community members who will in-turn provide resources for families which will empower both 
and build capacity for the community. The disadvantages will be the large number of 
stakeholders that will possibly need or want to get involved. The more stakeholders and sectors 
that are involved could mean long and tedious decision-making processes.  
One alternative program discussed was School-based health centers which would 
provide clinical, mental, behavioral, and sexual health services within school settings. In addition 
to providing health services to students, school health providers can help identify ACEs and 
provide support to families. Mental health treatment within schools has also been used to 
effectively reduce the symptoms of PTSD, depression, anxiety and behavioral problems in 
children post-ACE exposure/experience (CDC, 2019). This program was not chosen as it only 
addresses one aspect of the social determinants and is primarily reactionary once the adverse 
childhood experience has happened. The above proposed program is much more 
comprehensive and meant to be preventative as well as treating the child and family after the 
fact. 
Policy 
            The proposed policy is a statewide measure to ensure paid parental leave after the birth 
of a child. The policy includes all residents of North Carolina, not just state employees as the 
current law specifies. The policy must be enacted by the Governor or state legislators. The 
policy is aimed at reducing ACEs by preventing them from ever happening as studies show that 
paid parental leave makes families stronger, reduces future health issues for the child as it 
lengthens time for breastfeeding, and lowers infant mortality rates. 
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            The major advantage to this policy is how it is meant to build capacity of the parents in 
order to better support their children through the first year of life and beyond. The policy 
incorporates the entire state and includes everyone. The disadvantages involve the nature of 
trying to get a new policy passed statewide. It will take a lot of advocacy work and making sure 
the correct stakeholders are engaged. It could prove difficult to convince those that have very 
little interest in the issue. Paid leave also leads to some concern over time spent away from 
work and that re-entry into the job market could be difficult for some. 
            An alternative policy to address ACEs that has been brought up was to implement state 
tax credits for low-income families with children to offset the cost of child rearing. This would be 
on top of the federal child tax credit and earned income tax credit. However, tax credits can only 
go so far to put money back in the pockets of low-income families as it costs much more than a 
few thousand dollars a year to raise a child. There is much more evidence to support a social 
versus economic policy when it comes to preventing adverse childhood experiences. The 
proposed policy of paid family leave has actually shown to aid in improving the social 
determinants of health for families and children in other states. 
Stakeholder Analysis 
The proposed program will involve various stakeholders from around the county and 
state. It will be important to include stakeholders from each factor of ACEs in Cumberland 
County including those involved with child welfare, physical health, family resource/health 
centers, education centers, targeted special needs programs, economic support programs and 
home visiting programs. Using a stakeholder power grid (see Table 2) the key stakeholders 
were identified using the levels of interest and power. The main stakeholders to acknowledge in 
this program are the children who have experienced ACEs and families who are at high risk in 
order to provide insight on ways the community can help them improve the socio-economic 
factors to ACEs. Health providers and community health workers are the primary health care 
providers to parents and children. They have acute knowledge of the root causes for their 
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patients as well as having the opportunity to triage patients for factors of ACEs. They would also 
be one of the main populations that would be of interest to train in trauma-based care using the 
proposed program. Cumberland County Schools would also be a main stakeholder as teachers 
and school staff provide most of the daily daytime care for children with access to food, 
healthcare, and mental health resources. School staff have the opportunity to provide parent 
education as well as mentoring opportunities for children. North Carolina Department of Health 
and Human Services has high overarching power when it comes to care coordination for 
children and providing community education opportunities for parents. Various social services 
entities like the county Department of Public Health, County Department of Social Services and 
other non-profit agencies could be useful to include as they already provide home visits, low-
income services, SNAP and other food assistance programs. Entities like these have high 
interest and varying degrees of power in reducing ACEs. Cumberland County has a multitude of 
agencies and coalitions that would have high interest in reducing ACEs. Partnership for Children 
of Cumberland County, Prevent Child Abuse North Carolina, and SOAR are groups that provide 
public education, family/parent support, training for providers, home visiting, parent/family skill 
building, self-guided courses and online resources. 
Most of the stakeholders needed for the program are the same for the policy with some 
minor differences. The North Carolina Department of Public Health will have a larger role to play 
in advocacy and education for this policy. State legislators and policy-makers will need to be 
included to ensure funding and support is sustainable in order to lead to long-term economic 
success. Families, health providers, and social service agencies will also be integral in order to 
ensure community support and education especially when it comes to new parent education 
and lactation consulting post-birth. 
Each sector of stakeholders will provide a unique perspective for how they feel best to 
reduce ACEs within their field and preferred practices when it comes to implementing the 
proposed program. Many of the social service entities and local coalitions will have instrumental 
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knowledge of existing assets in the community and evidence for what has or has not worked 
previously. Many of the stakeholders also bring understanding of the community culture and 
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APPENDIX D-3: ENGAGEMENT AND ACCOUNTABILITY PLAN 
Transformation Objective 
Cumberland County children suffer from an increased incidence of adverse childhood 
experiences caused by multiple unique issues within the social determinants of health. The ACC 
will work to address ACES through the aim of increasing community capacity and strengthening 
the bonds between families. In order to serve Cumberland County’s diverse communities, the 
ACC will prioritize social and community context to inform the innovation design. The main focus 
of the ACC will be the proposed program as it involves recruiting and training community 
members in order to create family resource navigators. The second aspect of the ACC will be to 
create an advocacy plan for paid family leave in Kentucky. 
Engagement Plan 
            The delicate nature of the issue and variety of stakeholders will require a versatile 
approach to developing strategies for an intervention that will address adverse childhood 
experiences in Cumberland County. The decisions concerning our proposed program will be 
made by involving stakeholders entirely along the way through leadership briefings, internal 
workgroups, and focus groups. Stakeholder involvement holds significant weight in the success 
of the program as they offer various assets and the authority to allocate resources as well as 
unique knowledge of the community.  It is crucial to keep open communication throughout 
developing the program in order to build trust and ensure engagement with these stakeholders.  
Leadership Briefings 
            The project leadership team will consist of the project managers, public health educators 
for the CCDPH, initial volunteers for the pilot program, board members and principals from 
Cumberland County Schools, and representatives from DSS. The main purpose of the 
leadership team will be to establish the workgroup, develop strategies for recruiting volunteers, 
create surveys for the focus groups. The team will meet weekly to discuss leverage points, 
program updates, evaluate the feedback given from workgroups and focus groups, and further 
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engagement strategies for the community. The secondary function of the leadership briefings 
will be to begin creating advocacy materials for the proposed policy of paid family leave in NC. 
Those in the leadership group will hopefully have connections and experience that will lead to 
establishing a plan for developing the policy. The briefings will be iterative and will begin with 
each reviewing the previous meetings notes to build upon with improvements. The teams aims 
will be to also ensure stakeholders are effectively engaged throughout the extent of the project. 
Internal Workgroup  
             The internal workgroup will intend to bring together representatives from existing child 
wellness advocacy groups, child welfare agencies, and health professionals in order to create 
the complex pieces of the intervention. The members of this workgroup will be from groups such 
as SOAR, Child Advocacy Center, Partnership for Children of Cumberland County, along with 
clinical and mental health providers, and social service agents. These stakeholders were 
chosen to be members of this based on their high interest and high power found through 
stakeholder analysis and development of the stakeholder power map. Through the involvement 
of these community stakeholders we believe that we will create innovating trauma-informed 
training curriculum that can be used widely throughout the county within various sectors. The 
workgroup will meet bi-monthly (twice a month) in order to establish community awareness and 
disseminate trauma-informed education, review the metrics and methods of evaluating the 
intervention, and monitor the focus groups. In order to encourage consistent involvement and 
feedback for all stakeholders, the workgroup will also hold workshops and community training 
sessions. 
            A central aspect to the workgroup will be nominal group technique (idea generation) for 
developing strategies for the intervention. The nominal group process will involve problem 
identification, solution generation, and decision making through allowing each group member to 
give their view of the solution. The group will use this technique to identify and rank relevant 
factors of the intervention. This process enables transparency within the decision-making 
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process for stakeholders which builds trust, value, and impact. 
Focus Groups/Listening Sessions 
The final method of engagement will be focus groups that will include QI sessions in 
order to garner participant feedback. These sessions will be held quarterly throughout the first 
year of the pilot program with all volunteers involved and the representatives from CCDPH. 
Members from the Child Wellness Workgroup will create surveys distributed during these focus 
groups and disseminate results to the leadership team. The volunteers who will take the training 
to be trauma-informed family navigators will have valuable experience on what they deem is 
effective/in-effective about the program. This type of feedback session would ideally increase 
the buy-in from community members and increase the recruiting capacity for other volunteers.  
Memorandum of Understanding (MOU) 
between 
Cumberland County Department of Public Health (CCDPH) 
and 
Partnership for Children of Cumberland County (PCCC) 
1.     Purpose 
The purpose of this MOU is to develop a framework for cooperation on the basis of equality and 
reciprocity to promote a sustainable partnership between the PCCC and CCDPH to decrease 
the incidence of adverse childhood experiences in Cumberland County. Both PCCC and 
CCDPH may be referred to as the “party” or collective “parties”. This mutually beneficial 
partnership will lean on shared values of integrity, accountability, diversity, and inclusion in order 
to create an ACC that will improve child welfare and community health in Cumberland County.  
CCDPH will serve as the backbone agency responsible for addressing the overall problem and 
the proposed program transformation. PCCC will be responsible for creation and 
implementation of the family resource navigator training program (FRNT) geared towards 
community members in Cumberland County. The overarching goal of the partnership will be to 
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strengthen community relationships with cross-sector professionals. 
2.     Scope of Activities 
CCDPH and PCCC will contribute and/or collaborate to enhance the ACC and the activities that 
may include, but are not restricted to, the following: 
2.1.    Opportunities for Community Training 
2.1.1.     PCC will plan and implement training for the family resource navigator training program 
(FRNT) in order to educate the community on trauma-informed care. 
2.1.2.     CCDPH will facilitate the working relationship of PCCC and other stakeholders and 
provide the needed resources to implement this training. 
2.2.   Opportunities for Enhanced Collaboration 
2.2.1.     CCDPH will provide focus group feedback and analysis results to PCCC regarding the 
performance and effectiveness of the FRNT program. 
2.2.2.     CCDPH and PCCC may collaborate on joint community health initiatives 
2.2.3.     CCDPH and PCCC will provide technical and consultation to each other as requested 
and when appropriate.  
2.3.   Shared Resources 
2.3.1.      PCCC will provide meeting and training space, access to technology, established 
connections with the community and industry.  
2.3.2.     CCDPH will provide expertise on the needs of at-risk community, employees, funding, 
data analysis and reporting capabilities. 
2.3.3.     When appropriate, both parties will identify areas where resources can be leveraged or 
shared. 
2.4.   Communication 
2.4.1.     Leadership committee members will attend regularly scheduled meetings to discuss 
progress of the FRNT. CCDPH and PCCC will agree to a mutually agreeable meeting schedule. 
2.4.2.     CCDPH and PCCC will identify and establish a specific mechanism for communicating 
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and sharing information on a timely basis. 
3.     Payment 
3.1.  This agreement does not involve the exchange of money between the parties, except 
where agreed upon by mutual consent for specific activities. 
4.     Renewal, Termination, and Amendment 
4.1.   This MOU shall remain in force for a period of four years from the date of the last 
signature. This MOU may be extended by the written consent of both parties. 
4.2.   This MOU may be terminated by either party giving written notice at least 180 days in 
advance of the stated termination date. Termination of this MOU shall not affect activities in 
progress pursuant to specific activity agreement, which shall continue until concluded by the 
parties in accordance with their terms or as otherwise agreed to by the parties in writing. 
4.3.   This MOU may be amended only by written consent of the parties. 
5.     Contact Information and Signatures 
Cumberland County Public Health Department 
Dr. Jennifer Green 
Director 
1235 Ramsey Street  




Partnership for Children of Cumberland County 
Mary Sonnenberg 
President 
351 Wagoner Drive, Suite 200 
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            The Department of Social Services as part of the Cumberland County Department of 
Public Health is seen as a key stakeholder due to it’s wide reach within the community and the 
acute knowledge of the underserved populations within the county experiencing stress. It is a 
critical link to numerous services that aim to enhance the population and will serve as a 
essential partner in addressing ACEs in the community. 
            As a major partner, you could help support the program using your existing programs 
like SNAP, WIC, and home visits in order to provide insight to the group as well as opportunities 
for educating the community. Beyond that, your staff and employees would act as educators for 
our training program on your services and available community resources. 
            Through this coalition, we will be able to improve short and long-term health outcomes 
for children and families in Cumberland County, as well as lower the burden on the county 
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APPENDIX D-6: TABLES AND FIGURES 
Table 1. Stakeholder List and Roles 
Stakeholder Roles/Interactions 
Families (Children and Parents) Those who are experiencing or are at high risk for ACEs. 
Health Providers Primary clinical and mental healthcare to parents and 
children, opportunity to triage patients for factors of ACEs 
and give resources for support. 
  
Cumberland County Schools Provide parent education and support as well as mentoring 
opportunities for the children and access to 
food/healthcare/mental health resources. 
North Carolina Department of 
Health and Human Services  
Care coordination for children and provide community 
education for parents. 
Child Advocacy Center (CAC) Provides hotline for reporting child abuse in Cumberland 
County and provides education to the public. 
Social Service Agencies Provides home visits and low-income services. 
Cumberland County Dept of 
Public Health & Social Services 
Oversees actions of Child Protective Services. 
SNAP  
WIC 
Partnership for Children of 
Cumberland County 
Provide resources, support, and programs that empower 
families, advance wellbeing of children and strengthen the 
early care and education systems. 
  
Prevent Child Abuse North 
Carolina  
Provides public education, including free self-guided 
courses and online resources, for child maltreatment and 
prevention. 
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SOAR  Coalition that provides community education as well as 
family/parent support, training for providers, home visiting, 
parent/family skill building. 
Legislators/policy-makers   
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Table 3. Outlines proposed methods of outreach and involvement of various 
stakeholders throughout the planning process. 
Method of 
Engagement 






Volunteers for the pilot 
program 
  








creating surveys, and 




materials for paid leave 
policy. Discuss who 
may need to be 
involved in policy 
change. 
Weekly briefings to 
provide high level 










Child Advocacy Center 
  
Partnership for Children 
of Cumberland County 
  















Review metrics and 














Program feedback and 
improvements  
Quarterly meetings 
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APPENDIX E: YOUSTINA ZAKI’S INDIVIDUAL DELIVERABLES 
 
APPENDIX E-1: INDIVIDUAL PROBLEM STATEMENT 
 
Social Determinants of Health 
Health is the state of complete physical, mental, and social well-being of a person, but 
health is not determined by the absence of disease (WHO, 2019). Research shows that around 
80% percent of a person’s total health can be influenced by social determinants of health 
(Healthy Opportunities, n.d.). According to the CDC, the social determinants of health, SDoH, 
are factors such as places where people eat, work, live, play, and pray (CDC,2019). These 
factors affect health outcomes and health risks (CDC, 2019). The five domains of the social 
determinants of health are economic stability, education, food, community and social context, 
physical environment, and health care system (Healthy people, 2020). When looking at the 
social determinants of health in Cumberland County, North Carolina, the focus will be the 
community and social context domain, specifically the topic of adverse childhood experiences 
(ACEs).  
ACEs are traumatic events that occur in children under the age of 18 years old. These 
experiences include physical, mental, emotional, and sexual abuse, emotional or physical 
neglect, parental mental illness, parental substance dependence, incarceration, parental 
separation or divorce, and domestic violence (Harris, 2015). The first ACE study was conducted 
from 1995 to 1997 by the CDC and Kaiser Permanente, which included 17,337 participants from 
Southern California. During the study, a questionnaire was given to participants to determine 
their ACE scores (See appendix E-6, figure 1). ACE scores were measured by the response 
given to each question about the participant’s childhood experiences (Harris, 2015). For every 
yes answered, the participant received a point on the ACE score. The study results showed that 
for ACE scores greater than or equal to 4, the participants had increased risk for seven out of 
the ten leading causes of death in the U.S and a 20-year difference in life expectancy (Harris, 
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2015). 67% of the participants had at least one ACE, and 12.6% had four or more ACEs. The 
risk of disease increases dramatically for four or higher ACE scores (Harris, 2015). Exposure to 
early childhood adversity negatively affects children’s developing brains and bodies (Harris, 
2015). Therefore, ACEs need to be addressed in Cumberland County to reduce the incidence of 
chronic diseases.   
Geographic and Historical Context 
         Cumberland County is located in southeast North Carolina. Cumberland County is also 
known as sandhills, located in the upper coastal section of the State. Cumberland County has 
the largest U.S army installations globally, Fort Bragg (Cumberland County, 2019). In 2019, the 
county’s population was approximately 335,509 (Cumberland County, 2019) (See Appendix E-
6, figure 2). The birth rate of Cumberland County is 16.7 live births per 1,000 population, 
whereas the birth rate of North Carolina is 12.0 live births per 1,000 population. Cumberland 
county’s median household income is $44,810 compared to the median household income of 
North Carolina, which is $48,256. Cumberland county’s poverty level (17.6%) is higher than the 
poverty level for North Carolina (16.8%) (Cumberland County, 2019). 25.7% of children in 
Cumberland County are living below the poverty level. High poverty levels can lead to a high 
child abuse rate, which is shown in Cumberland County. The 2017 child abuse rate in 
Cumberland County is 0.35 per 1,000 children, compared to 0.22 in North Carolina and 0.28 in 
the Health ENC region (Cumberland County, 2019). In 2017, Cumberland County, North 
Carolina, created a Community Child Abuse Prevention Plan, CCAPP, targeting childhood 
maltreatment, and its goal is to reduce child abuse by 90% by 2030 (NCIOM, 2019). Overall, the 
poverty that exists in Cumberland County, where minority groups reside, plays a significance in 
the issue of ACEs and increases the risk of the population residing in low-income areas 
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Priority Population 
         The priority population in addressing adverse childhood experiences are children ages 
0-18 years old in Cumberland County. These include children who are experiencing ACEs or 
are at higher risk of experiencing ACEs. The caregiver(s) or the parent(s) can play a role in 
perpetuating ACEs in children by actions such as child abuse, neglect, substance abuse, mental 
illness, or incarceration; therefore, the priority population should also include the parent(s) or the 
caregiver(s) (Harris, 2015).  Children whose parents or caregivers have a history of ACEs have 
a higher risk of experiencing ACEs (Ukah,U et al., 2016). 
Measures of Problem Scope 
Child abuse and neglect impact tens of thousands of children every year in North 
Carolina (Walsh, 2005). In 2016, the annual rate of child victimization in Cumberland County 
was 21.59 per 1,000 children versus North Carolina at 13.47 (Prevent Child Abuse, 2018). 
Rates of child victimization were 44% among African Americans, which was the highest among 
all races. Among single-parent households, the rate of child abuse was 27.3 per 1,000 children, 
whereas child abuse in a two-parent household was 15.5 per 1,000 children (Prevent Child 
Abuse, 2018). In Cumberland County, child abuse rates were also affected by socioeconomic 
status (Prevent Child Abuse, 2018). Children who reside in a household with an annual income 
below $15,000 were two times more at risk of child abuse than children in households with an 
annual income above $30,000 (Prevent Child Abuse, 2018). In Cumberland County, the highest 
ACE factor among children was parents’ divorce or separation, which was approximately 33%.  
Systemic racism in Cumberland County, North Carolina, puts a risk on African Americans, 
leading to high poverty rates. Poverty can lead to divorce or separation of the parents, which 
can negatively affect children. Having a single-parent household also increases the risk of child 
abuse (Prevent Child Abuse, 2018). All these factors play a role in increasing adverse childhood 
experiences among children in Cumberland County, North Carolina. A high ACE score can 
 
  125 
negatively affect a child’s cognitive development. This will then lead to an increased risk in 
health behaviors, increasing chronic disease incidences among the population. 
Rationale/Importance          
The increase in ACE scores among children in Cumberland County, NC, is a burden 
because it is associated with an increased incidence of chronic diseases, mental illnesses, drug 
abuse, and suicide rates (Harris, 2015). High ACE scores have been associated with disparities 
in family dynamics, socioeconomic class, income, and education level (Walsh, D.,et. al,2019). 
Reducing child abuse rates, neglect, parental mental illness, parental substance dependence, 
incarceration, parental separation or divorce, and domestic violence; would reduce ACE scores 
among children in Cumberland County. 
Disciplinary Critique 
Despite the availability of resources to reduce adverse childhood experiences in 
Cumberland County, such as the Child Abuse Prevention Plan, CCAPP, multiple disparities 
among the priority population make it difficult to eliminate Cumberland County’s ACEs issue. To 
truly aid in eliminating ACEs among children, the structural bias that creates an unbearable 
living situation among the caregiver(s) or parent(s); needs to be resolved. Public health leaders 
should focus on living situations, such as poverty, to ensure health equity among all children in 
Cumberland County. Public health professionals also need to focus on early interventions for 
children at higher risk of adverse childhood experiences. Upstream interventions created for 
children can ensure health equity among children at most risk of ACEs, reducing their disease 
burden. Overall, public health nutritionists should consider the role ACEs may play in a child’s 
quality of life. Health equity needs to be achieved by nutritionists through nutrition interventions 
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APPENDIX E-2: PROGRAM AND POLICY ANALYSIS 
Background 
      The social determinant the program will focus on will be the community and social 
context domain, specifically the topic of adverse childhood experiences Traumatic exposure to 
adverse childhood experiences, ACEs, at a young age is proven to result in toxic stress (Wiss, 
A, et al., 2020). Toxic stress is the extreme, frequent, or extended activation of a child’s stress 
response, leading to adverse psychological and physical health, such as obesity (Wiss, A, et al., 
2020). The stress response is regulated and slowed down by the hypothalamic-pituitary-
adrenal, HPA, axis (Wiss, A, et al., 2020). When children are exposed to toxic stress at a young 
age, the HPA axis remains activated, resulting in increased pituitary sensitivity and cortisol 
spikes, leading to weight gain in children (Wiss, A, et al., 2020). In 2018, 22% of children ages 
2-4 years old in Cumberland County were overweight or obese (Klimesh, K). According to 
WHO, breastfeeding reduces the incidence of obesity in children by 25% (Unicef, 2019). 
Although WHO recommends exclusive breastfeeding up to 6 months of age (WHO, 2021); only 
30% of women in the WIC program breastfeed up to six months of age in Cumberland County 
(Klimesh, K). Lastly, ACEs need to be addressed in Cumberland County to reduce the incidence 
of obesity among children ages 5-7. Therefore, one way to reduce the risk of obesity among 
those children, it is imperative for breastfeeding rates to be improved in the earlier years of the 
child’s life.  
Purpose 
The goals for both the nutrition program and policy are to increase breastfeeding rates 
among all children at risk of ACEs. The program focuses on breastfeeding and focuses on 
raising awareness of signs of ACEs among teachers and school counselors. It also focuses on 
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Strategies and Activities 
Program 
To address adverse childhood experiences in children in Cumberland County, the 
intervention components will consist of a program and/ or a policy. The program will utilize a 
multilevel public health approach to address ACEs among children in Cumberland County. The 
program will include trauma-informed training among family resource navigators. The training 
will be conducted among four cohorts: social services, health and nutrition, education, and 
community. For the health and nutrition cohort, the long-term goal of the program is to reduce 
obesity among children ages 5-7, by promoting breastfeeding among the same children at the 
breastfeeding age (0-2 years) who are at risk of ACEs (See Appendix E-6, figure 3). Family 
resource navigators will include lactation consultants who will partner with Women, Infant, and 
Children, WIC, to promote breastfeeding among families who are at risk of ACEs. 
According to SAMHSA, substance abuse and mental health services, the trauma-
informed framework integrates trauma-focused research, practice-generated knowledge about 
trauma interventions, and survivors’ experiences (SAMHSA, 2014). The training will provide a 
common language for professionals across multiple sectors who provide services for children at 
risk of ACEs, such as hospitals, schools, public health sectors, and child welfare. The training 
will allow family resource navigators to develop a skill set to work with children at risk of ACEs 
and their caregiver(s). Social service professionals and lactation consultants will be trained to 
conduct early childhood in-home visitations to prevent child maltreatment and promote exclusive 
breastfeeding. According to a CDC study, early childhood home visitation programs provide 
information, support, and training regarding child health and care (Hahn, R et al., 2003). A 
systemic review was conducted among studies to test the significance of preventing violence 
among visited parents; however, most of the studies yielded insufficient evidence (Hahn, R et 
al., 2003). One study from the systemic review showed a beneficial effect on early childhood in-
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home visitations in preventing violence among low-income, single mothers (Hahn, R et al., 
2003). 
Research has shown that “adversity may transfer from one generation to the next in the 
form of child abuse, neglect, housing risk, and poor health” (Ukah,U et al., 2016). Meaning, that 
mothers who themselves experienced ACEs are more likely to have children who experience 
ACEs.  Breastfeeding initiation is not significantly affected among mothers with a history of 
adverse childhood experiences (Ukah,U et al., 2016). However, studies showed that mothers 
with a history of ACEs were less likely to exclusively breastfeed for up to 6 months than mothers 
without ACEs (Ukah,U et al., 2016). Therefore, to increase breastfeeding rates among children 
at risk of ACEs or whose mothers have a history of ACEs, in-home lactation counseling should 
be implemented into the program. Increasing breastfeeding rates among infants will have a 
long-term impact on reducing obesity in children (Unicef, 2019). An unintended outcome of the 
program is increased assistance to the mothers’ healing from their early childhood abuse (Beck, 
2009) (See Appendix E-6, figure 4). Evidence-based research showed that abused women who 
successfully breastfed their babies have reported that breastfeeding assisted healing from their 
early childhood abuse (Beck, 2009).  
      The multilevel public health program will be based on trauma-informed training 
conducted on school teachers, counselors, social service professionals, and lactation 
consultants. The program will work on multiple variables of the social determinant of health to 
ensure success. If the program is successful, it will address various levels of the socio-
ecological framework. The levels will consist of individual, interpersonal, and organizational. The 
individual level will be addressed through the parents’ or caregivers’ education via in-home 
visitations. The interpersonal level will be addressed through communications with social 
networks, such as school counselors. The organizational level will be addressed through 
institutions such as social services and lactation consultants. 
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      The expected reach of the program will vary based on funding and priority population. 
However, it is anticipated that the trauma-informed training will reach all family resource 
navigators from different professional sectors. Within the first two years of the program, it is 
anticipated that the in-home visitation and lactation counseling will reach 20% of single-mother 
households who live in poverty. 
Policy 
      To increase breastfeeding rates and decrease obesity rates among children at risk of 
ACEs, a statewide proposed policy of paid parental leave needs to be passed. There is an 
existing North Carolina policy that states that only eligible state employees who give birth will 
receive eight weeks of maternity leave and four weeks of paternal leave (OSHR, 2021). The 
current policy must be amended to state that all employees are eligible for parental leave. Paid 
family leave improves child health and development and maternal well-being, and it has a 
minimum impact on employers (Bana, S, et al., 2020). California was the first state to enact a 
paid family leave program, PFL, which doubled the maternity leave rate (Bana, S, et al., 2020). 
The PFL showed an increase in breastfeeding duration from two to twelve weeks after 
childbirth, and an increase in the overall duration of breastfeeding by 18 days (Bana, S, et al., 
2020). According to Kelsey, women who received 12 or more weeks of maternity leave were 
more likely to be breastfeeding at six months than those without any maternity leave (Kelsey, 
M., et al., 2017). Breastfeeding is proven to improve child health by reducing the risk of obesity 
(UNICEF, 2019). If the policy is enacted, it will address various socio-ecological framework 
levels: the living and working conditions and Regional, national, and global systems. The 
policy’s expected reach is 100% of qualified parents who apply for the paid family leave within 
the first 12 months of childbirth. 
Outcomes 
The program’s long-term impact is to decrease obesity rates among children ages 5-7 
who are at risk of ACEs. The goal will be achieved by increasing breastfeeding rates among 
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those children in earlier years through trauma-informed training of lactation consultants and 
expanding the eligibility of paid parental leave in North Carolina. Obesity rates will also 
decrease by reducing ACEs’ incidences among children by implementing trauma-informed 
training of social service professionals, teachers, and school counselors, who will educate and 
train the parent(s) or caregiver(s). As for the short-term outcome objective: By February 28, 
2023, breastfeeding rates among children at risk of ACEs and/or whose parents have a history 
of ACES will increase.  
Stakeholders 
The stakeholders of the program and the policy are Cumberland County children at risk of 
ACEs, their parents or caregivers, Cumberland County school teachers and counselors, 
Cumberland County Department of Social Services/Child Welfare, Cumberland County 
Department of Public Health, and WIC lactation consultants. The children at risk of ACEs or 
those experiencing ACEs are the primary focus of the intervention. The parent(s) or caregiver(s) 
perpetuating ACEs or those with a history of ACEs will also be the population served by the 
intervention. Cumberland County school teachers and counselors, Cumberland County 
Department of Social Services/Child Welfare, Cumberland County Department of Public Health, 
and WIC lactation consultants will be responsible for ensuring trauma-informed training of their 
staff. This will help the intervention become successful among the priority population. 
Budget 
The program’s funds will be used by the trauma-informed training professionals who will 
train professionals from multiple sectors. The funds will also hire professionals from various 
sectors, such as school counselors, teachers, lactation consultants, and social service 
professionals. Some funding will be used for educational materials, breast-pumps, 
advertisements for the program, and the program platform. As for the policy, the state will use 
the funds to compensate for paid parental leave.  
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Advantages and Disadvantages 
The advantages of the family resource navigator program are increased awareness of the 
social determinant of health among families at risk, the creation of more jobs in the public health 
field, and the usage of evidence-based interventions success and feasibility of the program. The 
program’s disadvantages consist of a lack of funding to cover all the staff needed for the 
implementation and evaluation processes. They also consist of limited reach to all of the priority 
population. Breastfeeding stigma can be a disadvantage whether the mothers breastfeed for 
more than a year, or whether the mother breastfeeds in public or in the workplace. As for the 
paid family leave policy, the advantages consist of increased breastfeeding rates among 
children, which results in better health outcomes for the child and the mother. The policy will 
benefit all children, even those who are not at high risk of ACEs. As for the disadvantages, 
implicit bias towards parents from the employers can result in unfair pay, favoritism, and loss of 
a job.  
The final recommendation to overcome ACEs in Cumberland County is the trauma-
informed training of the family resource navigator program. It will ensure that multiple 
approaches are being taken to involve all the stakeholders, including the children and the 
parents. The involvement of stakeholders is vital in ensuring health equity among children who 
are experiencing ACEs. For young children, getting essential nutrients through breastmilk is a 
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APPENDIX E-3: IMPLEMENTATION AND EVALUATION 
Intervention Summary 
The Family Resource Navigators Training, FRNT, will ensure that multiple approaches 
are being taken to reduce the social and community context social determinant of health, which 
is adverse childhood experiences. In 2018, 22% of children ages 2-4 years old in Cumberland 
County were overweight or obese (Klimesh, K). The main goal of the program is to increase 
breastfeeding rates, which may reduce obesity among children. The intervention components of 
the program will consist of conducting trauma-informed training of family resource navigators. 
The navigators will include lactation consultants who will conduct in-home breastfeeding 
counseling to assist mothers. These consultants will support mothers throughout the 
breastfeeding process to ensure the infants are exclusively breastfed (See Appendix E-6, figure 
4).  
If the program is successful, it will address various levels of the socio-ecological 
framework. The levels will consist of individual, interpersonal, and organizational. The individual 
level will be addressed through the parents’ or caregivers’ education via in-home visitations. The 
interpersonal level will be addressed through communications with social networks, such as 
school counselors. The organizational level will be addressed through institutions such as social 
services and lactation consultants. 
The program’s long-term impact is to increase breastfeeding and reduce obesity rates 
among children with ACEs in Cumberland County. The program’s short-term goal is to increase 
breastfeeding rates among children at risk of ACEs and/ or whose parents have a history of 
ACES by 10%. 
Outcomes 
   Within two years of the start of the program, the short-term outcome of the program that 
will be measured is the breastfeeding rate among children ages 0-2 years who are at risk of 
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ACEs. After five years of the start of the program, the long-term impact that will be measured is 
the prevalence rate of obesity among the same children, who will be 5-7 years of age.   
Study Design and Collection Methods 
The initial process of the program will consist of breastfeeding data collection among 
children ages 0-2 who are at risk of ACEs. The data collection will occur during the in-home 
visitations by the lactation consultants. The data collection methods will consist of surveys taken 
by the mothers and reports taken by the lactation consultants. After two years of the start of the 
program, a multivariable logistic regression will be used to investigate the relationship between 
the risk of ACEs and breastfeeding outcomes (Ukah, et.al, 2016).Thereafter, these infants will 
be continuously monitored, and the family resource navigators will collect data that include 
weight & BMI every six months up until 5 years after the start of the program. After the data 
collection, another multivariable logistic multi-regression will be used to investigate the 
relationship between breastfeeding outcomes and obesity rates among children at risk of ACEs 
(See Appendix E-6, figure 5).   
Sampling 
Sampling will be determined based on the priority population’s needs and family resource 
navigators’ job availability. Before implementing the program, the number of families at risk of 
ACEs will be determined formally through child protective services, and informally through 
identifying risk factors, such as single-parent households and poverty. In the beginning, the 
program will focus on single-parent households who reside in low-income communities. 
“Because abuse and neglect are both associated with poverty and single-parent households, 
many home visitation programs in the United States are directed to poorer, minority, and single-
parent families” (Hahn, R et al., 2003). Therefore, the sampling will include children and 
caregivers who reside in single-parent households and in homes with an annual income below 
$15,000. Since children who reside in a home with an annual income below $15,000 were two 
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times more at risk of child abuse than children in homes with a yearly income above $30,000 
(Prevent Child Abuse, 2018). 
Specific Measures and Timing 
The process evaluation success will be defined based on the data collected from the 
surveys and reports written by the lactation consultants. The process evaluation timing will take 
up to 24 months to represent valid breastfeeding data. 
The outcome evaluation’s success will be defined based on the progressing 
breastfeeding outcomes in children (0-2 years old), within two years of the start of the program. 
After five years of the start of the program, the outcome evaluation’s success will be determined 
based on the reduced obesity rates among the same children. The timing of the outcome 
evaluation will take up to 5 years from the start of the program (See Appendix E-6, figure 5). 
Analysis Plan 
The mid-program analysis will monitor the increase of breastfeeding rates among children 
through the lactation consultants’ reports that include the infant’s weight, height, and 
breastfeeding notes. The long-term impact will be analyzed via incidence and prevalence rates 
of obesity identified continuously via weight and Body mass index (BMI) data obtained by 
lactation consultants every 6 months of the program for five years. A child’s BMI is calculated 
using a growth chart, which is measured using the length, the weight, and the head 
circumference for age and gender (CDC,2017).  In the first two years, a regression analysis will 
be used to investigate the relationship between risk of ACEs and breastfeeding outcomes. After 
five years of the program, another regression analysis will be used to investigate the 
relationship between obesity rates and breastfeeding outcomes among children at risk of ACEs. 
Potential Challenges 
The pre-implementation process will have potential challenges because it depends on the 
studies’ priority population’s interest and involvement. The study duration will be over five years, 
which may be a potential challenge since many families will drop out or lose interest. The post-
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implementation outcome analysis will face potential challenges, such as confounding variables. 
The confounding variables that may hinder the program’s results are food insecurity, genetic 
predisposition to obesity, the mother’s inability to breastfeed, the parents’ working conditions, 
education level, and income. Many of these variables may reduce breastfeeding rates among 
children at risk of ACEs, resulting in a confounding bias. 
Stakeholder Engagement Activities 
Stakeholders will include WIC, children at risk of ACEs, and their parents or caregivers, 
lactation consultants, and pediatricians. The stakeholders will be involved in the pre-
implementation process via formative research to obtain their input to better satisfy their needs. 
WIC will be included in the research process to gain knowledge about the issue of breastfeeding 
and ACEs. WIC will help identify families at risk of ACEs and families who qualify for in-home 
lactation consultants’ visitations. WIC will also involve the parents and the caregivers by 
providing food options, and breast pumps to promote breastfeeding. 
Funding and Budget 
The program will require funding through the Cumberland County Department of Health 
and the Cumberland County Department of Social Services. A budget justification will be 
presented to the funders to estimate the budget needed for the program to be implemented in 
Cumberland County. The program managers will also partner with WIC for lactation counseling 
for low-income families. Breast pumps will be offered at no charge to WIC participants to 
promote breastfeeding among children with ACEs (Nwica, 2013). Also, the Affordable Care Act 
requires most health insurances to cover or reimburse the cost of breast pumps (Nwica, 2013).   
The total budget needed for year 1 is $585,000, which includes the salaries for family resource 
navigators, lactation consultants, program manager, and coordinator (See Appendix E-6, figure 
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Strengths and Limitations 
The program’s strengths are the high enrollment of families in WIC (WIC, n.d), where 
recruiting can happen. The reduction of the obesity rate among the population will later lead to a 
reduction in disease burden, such as: heart disease, type 2 diabetes, and high blood pressure. 
The evaluation process’s limitations are the lack of interest of parents/caregivers and the lack of 
evidence-based research about ACEs and nutrition-based interventions. Another limitation is 
the limited funding to cover all of the priority population.  
Dissemination Plan 
      The stakeholders who will receive the evaluation findings are WIC, the department of 
social services, and the department of health. The program will partner with WIC to report any 
significant results of ACEs’ effects on breastfeeding. The dissemination plan will start with a pilot 
program in Cumberland County to conduct more research and determine the program’s 
feasibility on a larger scale. 
      The dissemination strategies are made to help raise more research about ACEs, 
breastfeeding, and obesity. The program will utilize multifaceted dissemination strategies that 
include in-home visitations and breastfeeding promotion to have more effective results and 
interventions. Overall, stakeholder engagement will be vital in ensuring that the program is 
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Script  
Nutrition program: Children with aces grow to have a high risk of many chronic diseases 
such as obesity and heart disease (Harris, 2015). Therefore, the program needs to entail a 
nutrition aspect, which is intended to reduce the risk of obesity among those children. The 
program will do so by including a breastfeeding component. Since, exclusive breastfeeding for 6 
months is shown to reduce the risk of obesity by 25% (UNICEF,2019).  
Rationale of the program: Research has shown that adversity may transfer from one 
generation to the next in the form of child abuse, neglect, housing risk, and poor health (Ukah, 
et.al, 2016). Children whose mothers have a history of ACEs have a higher risk of experiencing 
ACEs (Ukah, et.al, 2016). Mothers who have a history of ACEs are less likely to exclusively 
breastfeed for six months, which increases the risk of obesity among their children (Ukah, et.al, 
2016).  
Program goal: This slide shows an overview of the program and its goals. The family 
resource navigators will include lactation consultants, who will conduct in home visitations to 
high risk families (such as mothers with history of ACEs) to promote and counsel them to 
exclusively breastfeed. The short-term goal is to increase exclusive breastfeeding among 
children who are at risk of ACEs. And the long-term goal is to decrease risk of obesity among 
the same children later on.  
Nutrition objectives and outcomes: The short-term goal, which will happen 2 years after 
the start of the program, in 2023, is exclusive breastfeeding rate among children at risk of ACES 
will increase by 10%. The long-term goal which will happen 5 years after the start of the 
program, in 2026, is 25% of children at risk of ACEs who were exclusively breastfed will be 
within normal weight.  
Study design and measures: Breastfeeding data will be collected among children at risk 
of ACEs ages 0-2, because this is the breastfeeding age. The data will be collected via monthly 
reports and surveys taken by the lactation consultants. After these data are collected, A 
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multivariable logistic regression will be used to investigate the relationship between the risk of 
ACEs and breastfeeding outcomes. The same infants will be continuously monitored, and data 
will be collected that include weight and BMI every six months for 5 years. After these data are 
collected, another regression analysis will be used to investigate the relationship between 
breastfeeding outcomes and obesity rates among children with ACEs.  
Timeline and budget: For the timeline, reports about the breastfeeding experience will be 
conducted monthly, and weight and bmi data will collected every 6 months for five years.  For 
the budget, the startup costs will include office, computers, and office supplies. And the ongoing 
costs will include the personnel salaries who will include the program manager, coordinator, 5 
family resource navigators, and 3, lactation consultants. A 3% raise will be given to the staff 
members, annually.  
Stakeholder engagement: WIC will be a vital stakeholder since many recruiting will 
happen through them. Wic will be engaged in the process of implementation through formative 
research to assess the feasibility of the program. Wic will also be engaged in the data analysis 
process. The caregivers will be engaged by individual counseling, surveys, and in-home 
visitations.  
Strengths and challenges: The strengths include WIC has a high enrollment rate in 
Cumberland county, which is where the recruiting of the participants may happen (WIC, n.d). If 
the program is successful- there will be a reduced chronic disease burden in the long run. There 
are many existing evidence-based researches about breastfeeding outcomes. The challenges 
include lack of funding, since the program will run for 5 years. A confounding bias since 
breastfeeding outcomes may be affected by other variables, such as: income, education level, 
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Figure 2: Cumberland County Population, 2019 
Figure 3: Program Goal Overview 
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Figure 5: FRNT Program Timeline 
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Figure 7: Rich Picture 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
